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Hurried meals and tense days exact 
their price in short order. Gastric 
hyperacidity—whether acute or chronic 
—can, however, be relieved quickly and 
pleasantly with Gelusil. 

Awake or asleep, the patient is pro- 
tected: The sustained action of mag- 
nesium trisilicate and specially pre- 
pared aluminum hydroxide gel restores 
and maintains a mildly acid gastric 
pH, without overneutralizing or alka- 
lizing. With Gelusil, the twin dangers of 
acid rebound and systemic alkalosis are 
thus avoided. 


A new formulation, Gelusil-Lac, now 
combines the proven antacid action of 
Gelusil with the sustained buffering 
effect of specially prepared high-protein 
(low-fat) milk solids. The formula .is 


NATURIEK Ro 


the high cost of bad habits: gastric hyperacidity 


COQUGHNET . 
COFFEE 


designed to prevent the onset of gastric 
pain, particularly “middle-of-the-night” 
attacks. 

Nonconstipating: The aluminum hy- 
droxide component in Gelusil assures 
a low aluminum ion concentration; 
hence the formation of astringent—and 
constipating—aluminum chloride is 
minimal. 


Dosage: 2 Gelusil tablets or 2 tea- 
spoonfuls of Gelusil liquid two hours 
after eating or when symptoms are pro- 
nounced. Each tablet or teaspoonful 
provides: 72 gr. magnesium trisilicate 
and 4 gr. aluminum hydroxide gel. 
Gelusil-Lac: at bedtime, one heaping 
tablespoonful stirred rapidly into one- 
half glass (4 fi. oz.) of cool water. (Pro- 
vides equivalent of 4 Gelusil tablets.) 


Gelusil*/Gelusil-Lac 
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The Resident Physician 
is published monthly 
on the fifteenth 
by The Resident, Inc., 
with publication offices 
at 34 North Crystal 
Street, East Stroudsburg, 
Pennsylvania. 
Executive, advertising 
and editorial offices at 
1447 Northern Boulevard, 
Manhasset, New York. 
Acceptance under section 
34.64 authorized. 
Postmaster: If 
undelivered, please send 
form 3579 to Resident 
Physician, 1447 Northern 
Boulevard, Manhasset, 
New York. 
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A brighter outlook comes 
with a “sense of well-being” 


Every woman who suffers in the menopause deserves “Premarin.” 


“Premarin” provides prompt relief from distressing symptoms and 
an added “sense of well-being.” 


“Premarin,” available as tablets and liquid, presents the complete 
equine estrogen-complex. Has no odor, imparts no odor. 


in the menopause and 
the pre-and postmenopausal syndrome 


Ayerst LABORATORIES New York, N. Y. Montreal, Canada 
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Viewbox Diagnosis 
Exercise in the reading of x-rays. 


Resident Relaxer 
Medical crossword puzzle—for “experts” only. 


Letters to the Editor 


Editor’s Page 


Mediquiz 


Score 100% and we'll call you “Professor.” | 


Leads and Needs 


Classified advertisements. 
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RELIEVES MIGRAINE QUICKLY 


If taken at the first indication of prodromal symptoms, Wigraine 
relieves migraine headaches in a matter of minutes. And because 
the Wigraine tablet disintegrates quickly, and acts promptly, les 
medication is required to control the complete syndrome. 

Wigraine combines, in an uncoated tablet, ergotamine tartrate 
and caffeine to control vascular headache; belladonna alkaloids 
for nausea and vomiting; and acetophenetidin to relieve occipital 
muscle pain. 


January 1957, 


Articles 
Formula: Each Wigraine tablet contains | mg. ergotamine publicat: 
trate, 100 mg. caffeine, 0.1 mg. of belladonna alkaloids (levorota- Bj **4ing 


tory)*, and 130 mg. acetophenetidin. “ern 
Supplied: \ndividually foil-stripped and packaged in boxes of 20. Ry... 
Send for complete descriptive literature. When p 
the 

tographs 
ings are 


*27. 5% hyoscyamine, 12.5% atropine, as sulfate. 


Organon INC. 


ORANGE, N. J. —_ 
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Managing Editor 


Resident Staff Director 
Contributing Editor 


Resident Editor 


Production Director 


Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuscript should be 
submitted. Articles with pho- 
tographs, illustration or draw- 
ings are especially desired. 
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The subway is taking him home today. But, sometime 
soon, the depression and anxiety you can see may lead 
him to irresponsible behavior, impaired mental and 
emotional health, or even to physical illness. 


If he comes to your office, you’ll find that Dexamyl* can 
help you to relieve his depressed sense of “being unable 
to do anything right.’’ ‘Dexamyl’ is smooth and 

subtle in action, helps to restore a sense of well-being. 

In three dosage forms: tablets, elixir, Spansulet capsules. 


Smith, Kline & French Laboratories, Philadelphia 


*1T.M. Reg. U.S. Pat. Off. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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Anesthesiolo 
J. Adriani, M. 
Anesthesiology, 
New Orleans. 


Max S. Sadove, Director, Dept. 
of Anesthesiology, Univ. of Illinois. 


Dermatology 

Marion B. Sulzberger, M.D., Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, Ny Y.U. Postgraduate 
Medical School. 

Medicine 

William B. Bean, M.D., Professor of 
Medicine, Univ. of lowa Medical School. 


Charles Davidson, M.D., Assoc. Profes- 
sor of Medicine, Harvard Medical 
School. 

C. Wesley Eisele, M.D., Assoc. Pro- 
fessor of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 


John. C. Leonard, M.D., Director, House 
Staff Education, Hartford Hospital. 


Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 
Graduate Medical School; Director, 
Fourth Medical (N.Y.U.) Division 
Bellevue Hospital Center. 


Obstetrics-Gynecology 

Alan F. Guttmacher, M.V., Director, 
Dept. of Obstetrics and Gynecology, Mt. 
Sinai Hospital, N. Y. C. 


Director, 
narity 


Dept. of 
Hospital of 


Ophthalmology 


Derrick T. Vail, M.D., Chairman, Dept. 
of Ophthalmology, Northwestern Univ. 
Medical Sechvol. 
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Pathology 

John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 
Pediatrics 

James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 
Psychiatry 

William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 


Radiology 
Maxwell H. Poppel, M.D., Director of 
Radiology, Bellevue Hospital Center. 


Resident Staff Director 

Salvatore R. Cutolo, M.D., Deputy Med- 
ical Superintendent, Bellevue Hospital 
Center. 


Surgery 
Donald C. Collins, M.D., Asst. Profes- 


sor of Surgery, College of Medical 
Evangelists. 


Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 


Earl J. Halligan, M.D., Director of 
Surgery, Jersey City Medical Center. 
Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 


Howard E. Snyder, M.D., The Snyder 
Clinic, Winfield, Kansas. 


Urology 

Herbert B. Wright, M.D., Chief of 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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iewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
fessor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


Which Is Your Diagnosis? 


1. Rickets 3. Scurvy 
2. Lues 4. Lead poisoning 


5. Vitamin A poisoning 


(Answer on page 170) 
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“DOCTOR, have you tried 
new Carnation Instant?” 


YOU'LL DISCOVER WHY THIS EXCLUSIVE CRYSTAL 
FORM OF NONFAT MILK HELPS YOUR PATIENTS “STAY 
WITH” A DIET...IT TASTES SO GOOD! 


DELICIOUS FOR DRINKING: 

These remarkable crystals burst into 
fresh flavor nonfat milk instantly, 
even in ice-cold water. Ready 

to drink. Enjoyed with and between 
meals, Carnation Instant helps allay 
fatigue and hunger. Extra crystals 
(1 tablespoon per glass, 3 cup 

per quart) may be added for flavor 
far richer than bottled nonfat milk— 
and 25% more nonfat milk 
nutrients. Patients who resist 
ordinary nonfat milk enjoy self- 
enriched Carnation Instant. 


WHY NOT try new Carnation 
Instant yourself? A fine, 
protective ‘‘boost”’ for 

the busy physician. 

Ready instantly, fits into 
your most crowded 
professional day. 
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ACROSS 


Etage of a disease 
Solution (Abbr.) 
Powdered soapstone 
ower lateral nasal 


Homo Sapiens 
Blood pressure 
Pertaining to the 
organ 
elium (Symb.) 


Fetal position: abbr. 
Without (Lat.) 
—Pecia, Baldness 
Bennett's fracture 
Sodium Bicarbonate 
Implement 

Distant (Prefix) 

Salt 


Citrus Fruit 
DOWN 


Flattened surface 
Man's name 


Argon (Sym.) 
Joint 


(Answer on page 170) 


. Perceive 

. Conjunction 

. Thallium 
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examination 


Il. Love 
. Gingiva 
. Inflammatory disease 


of sebaceous 
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Swelling ‘of the feet 
. Milklike medicine 
. Defile 

. Twice (Prefix) 


No. 1 


. Coal derivative used 
ointments 


. Eggs 
The True Unconscious 


society 
. Animal used in bio- 
assay of digitalis 
. Antitoxic unit 
German) 
. not enough 
Lat. 
. Apothecaries’ unit of 
weight 
fat 
Tin (Sym.) 
A Producer of sperma- 


Deed 


. Nucleated 


erythrocyte 


50. Soft viscid substance 
. Transmitter of im- 


pulses 
. Add (Latin) 
. Natural juice of a 


living structure 


. Pertaining to a cavil 
. Part of the intestine 
. Tautomeric form 


. Top 

. Liquid colloid 

solution 

. Anodal opening ode 
Abbr.) 


. Aluminum (Sym. ) 
. According to art 
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Remedy 
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In what manner 
Within (Comb. form) 
Re Useful bean 47 
of India rubber al 
Also 
(Lat.) 50 53 54 35 
a Pertaining to part of ; 
mathe pelvis 59 
Skin 
Abnormal respiratory 
sounds 
Amount of medicine 
Thoracic bone 
4 
top 8 32 
Like (Freud) a 
| 33._Article (Fr. 52 
34 53 
= 
3% 54 
55 
38 56 
59 
| 39 63 
4 66 
25 4 Latin 
27 68. Temporomandibular 
2a (Abbr) 
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NOW —the unequalled advantages of K,; — orally 


Tablets 


— 


MEPHYTON. 


(VITAMIN K;, MERCK 


vitamin Ki is more effective than 
any other agent now available in com- 
bating drug-induced hypoprothrom- 
binemia.’’1 “Vitamin Ki appears to be 
equally effective by the oral or intra- 
venous route.’’2 Beneficial effects are 
apparent in 6 to 10 hours following 
oral use. 

: Oral MEPHYTON—tablets of 5 mg. of vitamin K ;, in bottles of 100. 
Emulsion of MEPHYTON—in boxes of six 1-cc. ampuls, 50 mg. of K, per cc. 


References: 1 Gamble, J.R.,et al. Arch. Int. Med. 95:52, 1955. 2.Gamble,J.R., 
et al. J. Lab. & Clin. Med. 42:805, 1953. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC. PHILADELPHIA 1, PA. 
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A Better Antihypertensive 


. . . because among all Rauwolfia preparations 
Rauwiloid (alseroxylon) is maximally effective and 
maximally safe... because least dosage adjustment 
is necessary . . . because the incidence of depression 
is less . . . because up to 80% of patients with mild 
labile hypertension and many with more severe 
forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. . . because Rauwiloid’s nonsoporific sedative ac- 
tion relieves anxiety in a long list of unrelated 
diseases not necessarily associated with hyper- 


tension . . 


. without masking of symptoms .. . 


without impairing intellectual or psychomotor 


efficiency. 


Dosage: Simply two 2 mg. tablets at bedtime. 
After full effect one tablet suffices. 


Rauwiloid is recognized as basal 
medication in all grades and 
types of hypertension. In com- 
bination with more potent 
agents it proves synergistic or 
potentiating. 


® 

Rauwiloid + Veriloid*® 
In moderate to severe hyper- 
tension this single-tablet com- 
bination permits long-term 
therapy with dependably stable 
response. Each tablet contains 
1 mg. Rauwiloid and 3 mg. 
Veriloid. Initial dose, 1 tablet 
t.i.d., p.c. 
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| Best first step when more potent drugs are needed 


® 
Rauwiloid + 
Hexamethonium 


In severe, otherwise intractable 
hypertension this single-tablet 
combination provides smoother, 
less erratic response to hexa- 
methonium. Each tablet con- 
tains 1 mg. Rauwiloid and 250 
mg. hexamethonium chloride 
dihydrate. Initial dose, 4% tab- 
let q.i.d. 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


National Guard 


| 
| 
In a recent issue of the RESIDENT 
| Puysician, you described the ad- 
vantages of membership in the Army 
| Reserve in a very convincing edi- 
| torial. I was surprised that you did 
not mention the National Guard, the 
| oldest and most ready reserve com- 
ponent in this country. As most 
| Guardsmen are, I am enthusiastic 
| about the National Guard, and would 
like to remind your readers that the 
| opportunity is always open for phy- 
| sicians to fulfill their reserve obliga- 
| tions by joining the Guard. Pay and 
benefits are identical with other Re- 
| serve components, while the Guard 
also has a proud tradition of service 
to local communities, states, and to 
the nation in times of emergency. 
H. G. Whittington, M.D. 
| Winter V. A. Hospital 
Topeka, Kansas 


| 
| @ As a component bureau under the 
administrative jurisdiction of the 
| Department of the Army, the Na- 


tional Guard has indeed established 
a long and distinguished record o| 
tradition and service. However, since 
a physician who joins the Guard 
must acquire a commission in the 
United States Army Reserve (with. 
in six months of his joining), our 
editorial used the inclusive reference 
to “Army Reserve.” We appreciate, 
Dr. Whittington, your specific men- 
tion of the National Guard. Inter. 
ested residents may write for further 
information to the Adjutant Gen- 
eral, National Guard, in care of the 
state in which they reside. 


Outside View 

In the past three years I have been 
a resident in one of the best medical 
centers in the United States. When 
I return back to my country, Egypt. 
I will have a lot of things that | 
hope to introduce into Egyptian hos- 
pitals which I particularly admired 


here. 
—Concluded on page 30 
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TODAY’S COLLEGE GRADUATES HAVE 
BIGGER FAMILIES—PLANNED BIG 


es COLLEGE GRADUATES, tradition- 
ally the low-birthrate group, are 
having big families today. Planning them 
bigger. A survey just completed among 
29,494 graduates of 178 colleges shows 
that the men of the class of ’45 have 
families averaging 70% larger than those 
of the class of ’36 in the ten years after 
graduation.” 
Want big, but spaced, families — When 
these wives come to you for contracep- 
tive advice so that they can space their 
large families, they want to be sure that 
the recommended method really gives 
them protection. You can give them this 
assurance with diaphragm and jelly — 
i= oe technique for women of 
vee pony: These patients may not be 
as well protected by use of jelly alone, 
a method that seems better suited to 
low-parity women. In urban population 
groups using the diaphragm-jelly meth- 
od, unplanned pregnancy occurred only 
“once in ten to 15 years.’” 
Security plus comfort - RAMSES® 
Diaphragm and Jelly assure comfort as 


well as peace of mind for your patient. The 
cushioned, flexible rim of the RAMSES 
Diaphragm permits complete freedom 
of movement, causes no irritation. 
RAMSES Jelly,* a “10-hour jelly,” 
quickly immobilizes sperm and occludes 
for a full ten hours. 


When patients learn that for more than 
3U years physicians have relied on 
RAMSES Diaphragms and Jelly to help 
plan families — big families — they will 
feel confident of receiving sound advice. 
RAMSES “TUK-A-WAY”® Kit #701 
(diaphragm, introducer and jelly in a 
neat zippered bag), RAMSES Dia- 
phragms 50-95 millimeters in size, 
nyse Jelly in 3 and 5 oz. tubes. 


. College Study Report: Population Bulletin 
ii: 45 (June) 1955. 2. Tietze, C., in Dickin- 
son, R. L.: Techniques of Conception Control, 
ed. 3, Baltimore, Williams & Wilkins Co., 
1950, pp. 55-57. 

RAMSES and “‘TUK-A-WAY”’ are registered trade-marks 
of Julius Schmid, Inc. 

*Active agent, dodecaethyleneglyco! monolaurate 5%, 
in a base of long-lasting barrier effectiveness. 


JULIUS SCHMID, 


423 West 55th Street, New York 19, N. Y. 
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Concluded from page 20 

However, there are certain things 
common to most of the big medical 
centers of the States which I do not 
like. In a constructive critical ap- 
proach I would like to write about 
this, since a person from the outside 
may notice things the people in the 
inside do not. 

Do you think Resipent Puysician 
would publish such an article? 

Ahmed Badran, M.D. 

New York, New York 
@ A fresh view with constructive 
criticism will always be welcome 
grist for ReEsiwENT PHysIctan’s mill. 


Program Approval 
I understand that some hospitals 
having approved residency programs 
can lose their approval by the spe- 
cialty boards. Is ophthalmology in- 
volved in this? 

R. T. Adamo, M.D. 
Detroit, Michigan 
@ Yes. As you know, the Council on 
Medical Education and Hospitals of 
the AMA and the individual spe- 
cialty boards combine in a residency 
review committee to determine which 
hospital programs should be ap- 
proved. Approval implies -the ac- 
ceptance by the Council and the spe- 
cialty board of the hospital’s resi- 
dency program. In the past few 
years, educators have become con- 
cerned about programs receiving ap- 
proval for a limited period of the 
full residency training requirements 
as determined by the specialty 
boards. Thus, a resident in a pro- 


- creasing and graded responsibility 


gram approved for only one yeu 
must in most specialties move in hi 
second year from one hospital to a 
other in order to have his entir 
training in approved institutions. | 
the opinion of many physicians, th 
resident suffers both through a log 
of assurance of a continuous educ 
tional experience as well as int 
difficulty of progressing through i 


The result has been for residen 
review committees in some of tl 
specialties to adopt policies requir 
ing a full-term program in acco 
with specialty board requirement 
for qualification of the physician ji 
a board certificate. In the case ( 
ophthalmology, only those hospitd 
which can provide at least two yew 
of clinical training will be consi 
ered for continuing approval afte 
July 1, 1957. Other specialties whic 
require a full program for approv 
include allergy, anesthesiology, cw 
diovascular diseases, gastroenter| 
ogy, general surgery, orthopedi 
surgery, otolaryngology, pediatric 
plastic surgery, pulmonary disease 
radiology, urology. 


Keep It Up 
Thank you for your article on tb 
detail man. It was very timely atl 
helped clear up a lot of wrong ide 
I had on this subject. The residen 
at my hospital swear by Resipe 
Puysician. Thank you and keep 1 
the good work. 

T. William McCall, Ml 
Harrisburg, Pa. 
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comment currently from doctors relative to 

ination of new medical information to the 

public. Much of this comment is adverse. Indeed, doctors say 

that their patients who read the newspapers and certain maga- 

zines carefully, come to them with a knowledge of new drugs 

or new discoveries which have not yet appeared in medical 
journals. 

Doctors often blame pharmaceutical companies for this 
situation. 


By, What’s going on in medicine today has a terrific appeal to 
se the American public; and the journalists and publicists in 
thopedit 


medicine, appreciating this fact, do their best to provide the 
desired information. 

The first major publicity campaign in medicine came with 
the development of the Georgia Warm Springs Foundation 
(later, the National Foundation for Infantile Paralysis) in the 
early "thirties, with its March of Dimes. 


diatric 
disease 


on @ Until the early 1940's, the National Foundation practically 
ely = had the field to itself, but then came the transformation of the 
ng ide American Society for the Control of Cancer into the American 


esiden 
 ESIDEN 
keep u 


Cancer Society, the increase in activity of the American Heart 
Association, and the development of the Arthritis and Rheuma- 
tism, Multiple Sclerosis, Cerebral Palsy, Hemophilia and other 
foundations dealing with single diseases. 

Each had to put its story vividly before the public in order 
to collect funds for the support of its activities. These events 


MD 
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turther stimulated the public appetite for medical information. 

In the "twenties, insulin, liver extract, parathyroid hormone, 
the toxoids, the early antipneumococcal sera, and certain vita- 
mins were developed. 

In the next ten years came many specific antipneumococcal 
sera. Most of the vitamins were identified, the sulfa drugs made 
their appearance (amid terrific publicity—they were the origi- 
nal “wonder” or “miracle” drugs), the causative agents of 
influenza were identified, the first potent estrogens and andro- 
gens made their appearance, as well as certain of the adrenal 
hormones, and excellent antimalarials were developed. 

It was an exciting decade. It was followed by another; the 


1940’s, with the antibiotics (“miracle” drugs), the corticoids, we 
even better antimalarials, the identification of Vitamin B12, een. 
the “atomic cocktail” and other astounding happenings. malp 

We are now in the ’50’s. The new corticoids have been de- this 
veloped. New antibiotics have been discovered. The para- fron 


sympatholytic and sympatholytic drugs have been increasing. 
Our ability to manage cancer, arthritis, etc., is growing. Salk 
vaccine prevents poliomyelitis (the biggest pay-off yet for a 
publicly supported foundation). New anti-hypertensive drugs 
are available, and finally the “tranquilizers” have caught the 
imagination of physicians and laity alike. 

It is easy to understand, as one looks back, why all of these 
discoveries (and many more which we have not mentioned) 


B.C. 
have made the front page. They have prevented, ameliorated, law 
or cured disease. They have saved untold thousands of lives. and 
Why shouldn’t they be front-page news? wer 

Doctors must realize that there is not a major medical or T 


scientific meeting in this country today which is not covered 
by able science writers and the local reporters. Science writers 
scan the pages of medical and scientific journals to pick up 


1 

items which are not reported at meetings. pos 

This is part of our contemporary scene with which, as you for 

can see, pharmaceutical companies have essentially nothing to ay 

do. Therefore, doctors, don’t rail at them or it. We have brought wit 
this situation on ourselves. It may at times make life a little the 
| more difficult for us, yet it has consistently made our relations ha 
with our public better. The American public supports American the 
Medicine to the hilt. What more can we desire? sla 

sla 
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of Malpractice 


I. the Code of Hammurabi (2030 
B.C.), an early Babylonian king, the 
law of property, crimes, marriage 
and regulation of medical practice 
were included. 

The Code made of the doctor a 
guarantor by imposing upon him 
strict liability and providing: 

1. Liability without fault by im- 
posing a penalty upon the physician 
for a bad result. If a doctor treated 
a gentleman for a “severe wound 
with a lancet of bronze and caused 
the gentleman to die”—the doctor’s 
hands would be cut off. However, if 
the doctor caused the death of a 
slave, he would have to “render 
slave for slave.” Thus the imposed 
penalty was either penal as retribu- 
tion or civil as damages. 
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egal Concepts’ 


From Hammurabi to the present, the law and law- 
makers have paid particular attention to the physi- 
cian. Here is a brief picture of the evolution of 
malpractice together with a classical definition of 
this action of “negligence and a wilful departure 
from approved medical practice.”’ 


George Alexander Friedman, M.D., LL.B 


2. The words “treated or caused” 
made affirmative medical action the 
test of liability on the part of the 
physician. The concept of liability 
for inaction had not yet developed. 

3. Payment of the patient was nec- 
essary only in the event of a cure. 
Amount of fees was regulated. 


New ideas 

The Egyptian physician who fol- 
lowed the rules laid down in the 
sacred books guarded by the priests 
enjoyed freedom from liability. The 
application of a new thought or a 
novel idea was done at the physi- 
cian’s peril. 

If he caused the death of a citizen 
by reason of his audacity, he would 
lose his head. This extreme systema- 
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tization in all things was reflected 
in their law which caused physicians 
to conform. 


Strict liability 

Greek physicians were held to the 
doctrine of strict medical liability. 
Plutarch' related that Glaucus a 
physician of Ephesus who allowed 
his patient to go to the theatre was 
condemned to die by Alexander be- 
cause the patient died, having im- 
prudently overeaten during the phy- 
sician’s absence. 

The lex Aquila, 287 B.C., con- 
trolled the practice of medicine un- 
der early Roman law. There were 


New Series 

In a recently-completed survey of 
our readers, the editors of Resident 
Physician asked for your ideas on 
new editorial features. 


One oft-repeated request dealt 
with medical jurisprudence. 

On these pages, then, is the first 
in a new series on the subject of 
law and its relation to the practice 
of medicine. The author is a physi- 
cian and a lawyer, and a recognized 
authority on medical law. He will 
point out some of the significant 
crossroads at which law and medi- 
cine come together. 


As a resident looking toward a 
future in private practice, we hope 
you will find in these articles a 
valuable and interesting source of 
important information which will 
serve you well in the coming years. 


no formal schools or diplomas since 
Roman medicine began as a domes. 
tic service which was rendered by 
slaves to their masters. The law in. 
posed fault upon a physician who, 
having operated a slave, abandoned 
the aftercare and allowed him to die. 
If error were found to have been 
committed or the patient died as a 
result of ignorance there was liabil- 
ity. 

The doctrine of liability for fault 
(culpa) began to emerge. The 
remedy was both penal and conm- 
pensatory. Expenses could be re. 
covered for moneys paid out for 
care, the funeral and loss of earn. 
ings from the incapacity for work. 


Negligence 

Modern Roman law ushered in 
the doctrine of negligence as 2 
theory of liability. Here, ignorance. 
lack of skill and failure to attend 
or care for a patient became ac- 
tionable. This was in contrast to 
earlier systems of law which made 
positive conduct always the criterion 
of blame. Lack of care emerged a 
an actionable concept. 

The law made its influence felt 
around the thirteenth century in 
Europe where it blended with the 
existing systems in Germany, France 
and Central Europe until they were 
replaced by the modern codes. Wind- 
scheid? wrote: 

“Whoever employs the services o/ 
a person who makes a profession o! 
the possession of an art or science 
may, disregarding particular circun- 
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stences, pre-suppose that this 
person has such knowledge 
and abilities as one might 
acquire in such art or sci- 
ence by usual industry and 
conscientious application. 
There is no right to pre- 
suppose particular gifts or 
the endowment of genius.” 

Here, then, is the emer- 
gence of the standard of 
care. 


The test was by compari- 
son to the average doctor 
rather than to outstanding 
talent. 


Proper treatment 


Wurtz,’ a noted surgeon of Basle, 
reported that in the middle of the 
eighteenth century, certain cities ap- 
pointed surgeons for the purpose of 
examining wounds of patients who 
had been seriously injured. Their 
purpose was to see that the attend- 
ing surgeon had treated the patient 
properly. Otherwise the patient could 
sue should it be shown that there 
had been malpractice. The follow- 
ing case was reported by Denizart:* 


“A surgeon sued a patient, who 
had broken his arm, for his fee. The 
arm had either been set badly or 
too early and having been incon- 
siderately moved by the patient, 
gangrene set in. The patient refused 
to pay the bill. The court then or- 
dered expert surgeons to examine 
the question as to how the accused 
had acted and if the operation and 
his dressings were in conformity to 
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the rules of his art. After 
having heard the declara- 
tions made by both the sur- 
geons and the patient they 
returned the verdict in favor 
of the surgeon. As a final 
consequence, the court or- 
dered the patient to pay the 
surgeon’s fee.” 

“Another case . . . The 
surgeon was sued in criminal 
court and was condemned to 
pay 1500 pounds damage 
and interest because of ig- 
norance. The findings were 
approved by the expects 
called in.” 


English law 

The English Common Law is de- 
fined as consisting of those princi- 
ples, maxims, usages, rules of action 
which are based on immemorial cus- 
tom and are enforced by the courts. 
This law developed along the princi- 
ples of modern negligence law and 
is the forerunner of the present law 
in the United States. Soon after the 
Revolution all the states of the Union 
provided that the English Common 
Law would be followed. However, 
the trial of both a civil and criminal 
procedure in the same action, as 
provided by the early Roman Law, 
was abandoned. 

Present law gives damages in the 
form of money to the patient who 
recovers in a cause of action against 
a physician. 

The practicing physician today is 
no longer the guarantor of ancient 
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times. The evolution has been from 


absolute liability to limited liability 
conditioned upon fault. 


Definition of terms 

The French word “torquere” 
which means to twist or turn has 
given to the law the word “tort.” 
This has come to mean twisted con- 
duct. 

When a tort has been committed, 
a civil suit in damages may follow 
if there has been the violation of a 
legal duty. The latter is a duty which 
is recognized and sanctioned by the 
court. (A moral duty is distinguished 
from a legal duty in that the former 
rests only upon the sentiment of the 
given time and place.) 

“A moral duty exists when one 
is bound to do or not to do some- 
thing because of some interest, so- 
cial, public or private, recognized 
by the moral sentiments of the com- 
munity. A legal duty exists when one 
is bound to do or not to do some- 
thing because of some interest, so- 
cial, public or private which the law 
undertakes to maintain with the 
power of the state involved in ju- 
dicial proceedings.”> 

Whenever the sentiment of the 
community reaches a certain pres- 
sure, the court will act to controvert 
into a legal duty that which until 
then had been at most, a moral ob- 
ligation. 


Elements 


Negligence is one of the theories 
of liability under the heading of 


Tort. The elements in the cause of 
action in negligence are: 

1. The plaintiff must show a duty 
imposed upon the defendant to per. 
form for the benefit of the plaintif 
as a reasonably prudent man would. 

2. The breach of the duty must be 
established. 

3. Proximate cause: there must 
be a reasonably close causal rela. 
tion between the defendant’s breach 
and the plaintiff's injury. Would 
men of average prudence and ex. 
perience in the exercise of ordinary 
care have anticipated the accident 
under the circumstances? Determi- 
nation is left for the jury. 

4. There must be actual loss or 
damage. 

5. In some states the plaintiff must 
show his freedom from contributory 
negligence. 


Ignorant or wilful 

Malpractice involves in addition 
to negligence, an ignorant or wilful 
departure from approved medical 
practice. In a celebrated case® de. 
cided in 1898, the New York Court 
of Appeals outlined a classical and 
comprehensive explanatory defini- 
tion of the concepts of malpractice. 

1. “Upon consenting to treat 2 
patient it becomes the physician’: 


This department invites letters of 
comment. If you would like to see 
current cases of interest presented 
here, simply drop a _ card to 
“Resident Physician, 1447 Norther 
Boulevard, Manhasset, L. I., N. Y.” 
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juty to use reasonable care and dili- 
gnc? in the exercise of his skill 
und the application of his learning 
9 accomplish the purpose for which 
he was employed. 

2. “He is under further obligation 

o use his best judgment in exer- 
ising his skill and applying his 
knowledge. 
3. “The law holds him liable for 
injury to his patient resulting from 
want of requisite knowledge and 
sill or the omission to exercise 
reasonable care or the failure to use 
his best judgment. 

4. “The physician is not required 
0 possess that extraordinary learn- 
ing and skill which belong only to 
a few men of rare endowment, but 
such that is possessed by the aver- 
age member of the medical profes- 
sion in good standing in the area. 

5. “Still, he is bound to keep 
abreast of the times and departure 
from approved methods in general 
use, if it injuries the patient, will 
render him liable, however good his 
intentions may have been. 

6. “To render a physician liable, 
it is not enough that there has been 
aless degree of care than some other 
medical man might have shown, or 
less than he himself might have be- 


stowed, but there must be a want of 
ordinary and reasonable care lead- 
ing to a bad result. 

7. “This includes not only the di- 
agnosis and treatment, but also the 
giving of proper instructions to his 
patient in relation to conduct to be 
exercised in the use of an injured 
part. 

8. “The rule requiring him to use 
his best judgment does not hold him 
liable for mere error of judgment 
provided he does what he thinks is 
best after careful examination. 

9. “His implied engagement with 
the patient does not guarantee a 
good result, but he promises by im- 
plication to use the skill and learn- 
ing of the average physician to exer- 
cise reasonable care and to exert 
his best judgment.” 
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Fifteenth in a series on resident centers 


ith seven hospitals in its group, this center has 
00 resident positions in a university program. 


Th history of Barnes Hospital begins with the “era of 
philanthropy” in the United States. The Rockefellers, the 
Carnegies, the Dukes, the Brookings, and others were giving 
generously to hospitals, churches and schools. 
Robert A. Barnes, a successful St. 
Louis merchant with a high personal 
sense of social responsibility and 
philanthropic spirit, left his estate 
for the construction of Barnes Hos 
pital. 


Invested trust 

When Mr. Barnes died, in 1892, 
his will left $866,000 in the care of 
three trustees for the erection and 
maintenance of “a hospital for sick 
and injured persons without distinc- 
tion of creed, under the auspices of 
the Methodist Episcopal Church, 
South.” 

Careful investigation convinced the 
trustees that $100,000 (the amount 
which Mr. Barnes specified to be 
spent on building and equipping a 
hospital) was not sufficient to build 
a modern, efficient building, so they 
invested the trust fund. 


Dr. Carl V. Moore, Busch Professor of 
Medicine and Physician-in-Chief, ex- 
amines patient during ward rounds with 


residents and students. 


= 
Ma 
ip 
~ 
| 


The Hospital-Univer:ity 
Center, two city blocks of 4! 
hospitals, clinics and class. are a 
rooms, The medical school ¢ 
buildings are located gton 
across the street at right "Bhedica 
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Within twenty years the value of heyday were forced to close their Dedic 
the orginial trust fund had increased doors, while others were completely Bart 
to more than two million dollars, a reorganized. The Flexner Report Bppctobe 
sum which allowed the trustees to recommended that the Medical Bywas tr 
construct and equip a hospital and School of Washington University Bniver 
still leave an endowment greater be either abolished or reorganized. BP°!4- 
than the original fund entrusted to redics 
them. Enterprise pnd it: 

At the time the trustees were Using as a guide a model medical FRY “ 
studying hospital construction, Rob- school as conceived by Abraham BP" © 
ert S. Brookings, president of the Flexner, Robert S. Brookings ac- este 
Washington University Corporation, cepted the challenge and entirely BR"*"'- 
was studying medical schools. reorganized the School. He threw 

into the project his enthusiasm, his es 
Flexner report ' fortune, and his persuasive influence In | 

In- 1909 a survey of medical with his friends and others who lospit 
schools in the United States by the joined in supporting the enterprise. BPS?! 
American Medical Association and Among those who responded were —RTSte 
a report by Abraham Flexner for the _ the trustees of Barnes Hospital, who he C 
Carnegie Foundation drew attention in 1911 entered into a contract with umb 
to the great need for sweeping re- Washington University. lecree 
organization of medical education. hat 

Many medical schools which had Agreement evel 
flourished during the diploma-mill The trustees agreed to build a hos- harit 


50 Resident Physician 


3 

| 

if 
| 
| 
} 
| 
i 

| 


their 
letely 
eport 
>dical 
ersity 
nized, 


>dical 
aham 
ac: 
tirely 
threw 
a, his 
uence 
who 
prise. 
were 
, who 
with 


pital and to provide superior patient 
are and necessary clinical expe- 
iene for medical students. Wash- 
ington University agreed to build a 
medical school and clinic and to 
urnish a well-trained staff using 
modern scientific methods and labor- 
tories. In 1912, the nucleus of the 


mpresent Barnes Hospital—Washing- 
Mon University Medical Center was 


begun with the construction of medi- 


Mal school and hospital buildings 
nd, at the same time, an affiliation - 


between Washington University and 
. Louis Children’s Hospital was 
rranged. 


Dedication 

Barnes Hospital was dedicated in 
ctober, 1914, and the first patient 
vas transferred from the Washington 
Iniversity Hospital in December, 
1914. Throughout the years the 
nedical center has continued to grow 
pnd its facilities expand. There are 
ow seven hospitals in the group, all 
ut one operated by the Barnes 
trustees, and an out-patient depart- 


In 1944, the rapid growth of the 
iospital and the increasingly heavy 
esponsibilities of the board of 
trustees led the trustees to petition 
he Circuit Court to increase their 
umber from three to seven. In its 
lecree the Circuit Court emphasized 
hat Barnes Hospital had grown, 
developed, and expanded as a public 
harity far beyond its original plan. 
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To give permanence and contrac- 
tual force to the affiliation of two 
great institutions, each with its 
special purposes but interrelated 
and interdependent functions, a new 
contract between the Barnes Hos- 
pital trustees and Washington Uni- 


Renard Hospital, newest unit of the 
hospital group, opened for admission of 
patients on September |, 1955. 

Private medical and surgical patients 
are treated in Wohl Hospital, a 1953 ad- 
dition to the medical center. Amphithea- 
tre and lecture rooms are located here. 
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Barnes Hospital 
RESIDENCIES & 
SERVICE CHIEF OF SERVICE FELLOWSHIPS adn.in 
Internal Medicine Carl V. Moore 25 Barne 
General Surgery Carl A. Moyer 28 depar' 
Neurosurgery Henry G. Schwartz 4 
Plastic Surgery James _B. Brown 8 
Orthopedic Surgery Fred Reynolds 5 Barn 
Thoracic Surgery Thomas Burford 4 Bar 
Genito-Urinary Surgery Justin J. Cordennier 6 i 
Ob. and Gyn. Willard Allen 20 beds t 
Neurology James L. O'Leary 2 cal al 
Psychiatry Edwin F. Gildea 18 sival 
Dermatology Herman N. Eisen 2 _ 
Ophthalmology Bernard Becker 13 vision 
Otolaryngology Theodore E. Walsh 9 and t 
Anesthesiology Robert B. Dodd 8 ae 
Pathology W. Stanley Hartroft 14 — 
Radiology Hugh Wilson 15 acute 
St. Louis Children’s Hospital and i 
Pediatrics Alexis Hartmann a4 
The 
the Be 
pital b 
versity was executed in 1949, Facilities : be 
cnoo 


The wisdom of the original plan 
has been fully vindicated and the 
medical center thus created has, 
through significant achievements, ac- 
quired a national and international 
reputation. 


Location 


The eastern edge of Forest Park 
furnishes a pleasant border for the 
medical center comprising the Wash- 
ington University School of Medi- 
cine—Barnes Hospital group. The 
centrally located site at Kingshigh-- 
way and Euclid Avenues is easily ac- 
cessible to all parts of St. Louis 
both by public transportation and 
main highway arteries. 
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The hospitals which comprise the 
medical center afford facilities fa 
the general hospital care of adults 
and children. The Barnes, Maternity. 
MeMillan, Wohl, Barnard, and Ren 
ard Hospitals are operated by the 
trustees of Barnes Hospital under 1 
single director, Dr. Frank R. Brat: 
ley, and his associates. 

Together these six hospitals pro- 
vide 970 beds for medical, surgical. 
obstetrical, gynecological, and ps 
chiatric patients. 

The St. Louis Children’s Hospital. 
under its own board and director. 
Miss Lilly D. Hoekstra, R. N., hu: 
200 beds for the care of medical ané 
surgical diseases of infants _ 


Janus 
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chil: ren. The Washington Univer- 
sity Clinics, with ownership and 
con:rol in a board of managers rep- 
reseating component members and 
adn.inistered by the director of 
Barnes Hospital, is the outpatient 
department. of the medical center. 


Barnes Hospital 

Barnes Hospital has grown from 
beds to its present total of 450. Medi- 
cal and surgical wards as well as 
private and semi-private nursing di- 
visions are used for the diagnosis 
and treatment of patients over 14 
years of age with acute and sub- 
acute diseases, surgical conditions, 
and injuries. 


The 24 million-volt betatron installed in 
the Barnard Free Skin and Cancer Hos- 
pital by the Edward Mallinckrodt Institute 
of Radiology of Washington University 
School of Medicine. 
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Patients with contagious diseases 
are admitted in limited numbers to 
the isolation unit. In the large 
operating suites in Barnes and Mc- 
“Millan Hospitals, all general surgical 
procedures as well as those of the 
surgical subspecialties are per- 


formed. The centralized diagnostic 
laboratory is located within Barnes 
Hospital proper. 


McMillan 

McMillan Hospital was built in 
1931 from a bequest to Washington 
University by Mrs. Eliza McMillan. 
Available funds permitted comple- 
tion of the exterior, facilities for out- 
patients, and the upper five research 
floors. 

The hospital floors were unfin- 
ished and unused until 1943, when 
a Federal Works Administration 
grant permitted completion and 
equipping of the hospital. At the 
request of Washington University, 
owners, the operation of McMillan 
Hospital was placed in the hands of 
the Barnes Hospital trustees. 

McMillan Hospital has 157 beds 
primarily for the treatment of pa- 
tients over two years of age with 
acute diseases of the eye, ear, nose, 
and throat. Medical patients suf- 
fering from acute and subacute dis- 
eases and who are over 14 years are 
also admitted. 

The operating rooms and out- 
patient clinics of the Departments 
of Otolaryngology and Ophthalmol- 
ogy are located in McMillan Hos- 
pital. The upper five floors of the 
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building are occupied by the Oscar 
Johnson Institute for Medical Re- 
search where the Departments of 
Otolaryngology and Ophthalmology 
and the Division of Neurology have 
their offices and research labora- 
tories. 


Maternity 

St. Louis Maternity Hospital was 
opened in 1927 for the care of ob- 
stetrical patients. In January, 1945, 
the board of directors of the hospital 
gave the building to Washington 
University, which in turn asked the 
Barnes trustees to operate it. There 
are 146 beds for obstetrical and gyne- 
cological patients and 125 bassinets 
for newborn, as well as a unit for 
premature infants. This building 
houses the offices and research facil- 


ities of the Department of Obstetrics 
and Gynecology. 


Wohl Memorial 

David P. Wohl, Jr., Memorial 
Hospital was opened by the Uni. 
versity in 1953. The Barnes trustees 
operate this hospital’s 77 beds for 
the care of private medical and sur. 
gical patients. The offices and re. 
search laboratories of the Depart. 
ments of Medicine and Surgery are 
located in this building, as well as 
clinical practice quarters, a large 
amphitheatre, classrooms, and a staf 
and student lounge. 


Skin and cancer 

Barnard Free Skin and Cancer 
Hospital for the treatment of indigent 
patients suffering from cancer or 
diseases of the skin, is owned by the 
Barnard Free Skin and Cancer So- 
ciety and is operated under con- 
tract by Barnes Hospital. This hos 
pital, which has a long and _ note. 


Patients in the out 
patient department 
are followed by the 
hospital resident 
staff. Nearly 600 pe- 
tients a day are 
treated in the Wash- 
ington University 
Clinics. 
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The Danforth Chapel 
is available at all 
times for devotional 
use by residents, in- 
terns, students, 
nurses, other staff 
members, patients 
and visitors. 


history, recently affiliated 
with Washington University for 
teaching and research. 

The tumor clinic of Washington 
University Clinics is located on the 
fifth floor of the new (1954) build- 
ing, and there are research labora- 
tories for cancer and allied diseases 
on the second floor. The betatron for 
the Mallinckrodt Institute of Radi- 
ology is located on the ground floor. 
The medical records department for 
the Barnes-affiliated hospitals occu- 
pies part of the first floor of Barnard 
Hospital. 


worthy 


Renard 

Renard Hospital, a 100-bed addi- 
tion to the hospital group was opened 
in 1955 for the diagnosis and treat- 
ment of psychiatric patients. Pre- 
viously, psychiatric patients were 
cared for in McMillan Hospital, one 
of the first general hospitals to ac- 
cept such patients for diagnosis and 
treatment. 

Renard Hospital is operated by 
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the Barnes trustees for Washington 
University. The Department of 
Neuro-psychiatry with its labora- 


tories and clinical practice quarters 
is housed in this building. 


Children’s Hospital 

The St. Louis Children’s Hospital 
is a 200-bed hospital which admits 
children under the age of 15 years. 
It is owned and operated separately 
by its own board of trustees. Out- 
patient facilities for private and in- 
digent patients are located on the 
first floor, and there are extensive 
clinical and research laboratories 
for the Department of Pediatrics on 
the fifth floor. 


Mallinckrodt Institute 

Edward Mallinckrodt Institute of 
Radiology, one of the world’s largest 
and best equipped, contains the di- 
agnostic, therapeutic, and research 
activities of the Department of 
Radiology. Owned by the Univer- 
sity, the Institute is connected on 
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most of its floors with the adjoining operated by the Department of Psy. He * © 
Barnes and Barnard Hospitals. Many chiatry, and the Pediatric Clini me 
important advances, one of which which will be operated by the St qpul:o 
was the development of cholecystog- Louis Children’s Hospital beginning 1 : 
raphy by Dr. Evarts A. Graham in January, 1957. 
and his associates, have been made at a: 


the Institute. Nurses’ residence men. ¢ 
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Student nurses attending 
University Clinics Barnes Hospital School of Nursing f°" 
Washington University Clinics, are housed in the Nurses’ Residence, 
‘Inc. is the outpatient department of The building is connected by cor. uildin 
the medical center, providing medical __ridor to the main hospital buildings. HP®" 
care for sick and injured patients Teaching laboratories, lecture rooms, 
regardless of race, creed, or color if and the library of the School of tuden 
they are unable to pay the fees of a Nursing are located here, as are the earch 
private physician. offices for the Washington University The 
The Clinics affords a continuous School of Nursing graduate course. Pathol 
flow of new patients into the hos- he Si 
pitals’ wards, and assures the pa- Medical school ated 
tient of excellent follow-up care. Laboratories and lecture rooms o! linic 
In addition, there are two separately the preclinical departments are 
operated clinics, the Washington housed in the Washington University 
University Child Guidance Clinic, School of Medicine situated across 
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Ssurgery, thoracic surgery, 


he s eet from the hospitals, and in 
Vashington University Clinics 


» north wing contains a new 
cal School library, an audi- 
ium, and facilities of the Depart- 
men. of Anatomy. Located in the 
uti wing are the Departments of 
Biochemistry, Physiology, and 
harmacology. The cancer research 
uilding, a 1950 addition which con- 
ects the north and south wings, 
ouses the administrative offices, a 
tudent lounge, bookstore, and re- 
earch laboratories. 
The Departments of Microbiology, 
athology, Preventive Medicine and 
he Student Health Service are lo- 
ated in the Washington University 
linics building. 


Medical staff 

The medical staff consists of 353 
attending physicians, 19 residents, 

associate residents, 108 assistant 
residents, 48 interns, and 49 volun- 
ary assistants and fellows distribu- 
ted among the following clinical 
services: medicine, general surgery. 
orthopedics, neurosurgery, plastic 
genito- 
urinary surgery, obstetrics and gyne- 
cology, ophthalmology, otolaryn- 


Meology, dermatology, psychiatry, 


neurology, radiology, and pathology. 
St. Louis Children’s Hospital has 
24 residents and interns for its pedia- 
tric service. 
\ll members of the hospital staff 
hold appointments on the faculty 
of the medical school. 
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Each clinical department is headed 
by a chief of service who is also pro- 
fessor and chairman of his depart- 
ment in the Washington University 
School of Medicine. 

The chiefs of clinical services plus 
three visiting staff men and hospital 
administrators form the Joint Medi- 
cal Advisory Committee, the profes- 
sional staff organization. The trus- 
tees receive professional advice and 
nominations to the staff from this 


body. 


Teaching program 

Four objectives guide the resi- 
dency program at Barnes Hospital: 
(1) care of the patient, (2) instruc- 
tion of undergraduate medical stu- 
dents, (3) provision for the intern 
and resident to gain a broad expe- 


rience in the general fields of medi- 
cine and surgery, and (4) freedom 
for the individual to exercise his 
special interest. 

To attain these principles, co- 
ordination and leadership are pro- 
vided through the organization of 
the house staff at Barnes. The visit- 
ing staff, house staff, and medical 
students are combined in_ basic 
groups consisting of one or more 
staff men, a resident, an assistant 
resident, an intern, and from two to 
four medical students. 

The number of basic groups is 
determined by the average daily pa- 
tient census of a clinical service 
within the hospital. On an active 
surgical service the patient load is 
put at between 20 to 30 patients for 
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each basic group. On the 
medical service each basic 
group cares for 15 to 20 
patients a day. 


Rotation 

A system of rotation 
through the specialty serv- 
ices affords extensive su- 
pervised experience in the 
field of the individual’s spe- 
cial interest. On _ several 
clinical services a resident 
spends a certain period in 
an affiliated institution in 
order to achieve a balanced 
graduate training. All spe- 
cialty residents have held 
assistant residencies for 
lengths of time required by 
their specialty and, in gen- 
eral surgery all assistant 
residents serve on all spe- 
cialty services for at least 
three months each. An 
effort is made to allow a 
specified time for pursuing 
a special interest in research. 


Responsibility 

Of the 963 patient beds in the 
Barnes group, 313 (32 per cent) are 
ward beds. Here the undergraduate 
medical student begins his bedside 
experience and observation and the 
graduate student gradually assumes 
increasing responsibility with inde- 
pendent action in planning and ex- 
ecuting diagnosis and therapy. 

On the wards, the resident is per- 
mitted to assume increasing respon- 
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sibility in the care of patients, in tle 
teaching of medical students, in a¢ 
ministration of the department, ani 
in the solution of internal hospitd 
problems. Naturally, greater rr 
sponsibility is assumed on the wari 
service, but the private service al 
fulfils its particular teaching func 
tion by offering the opportunity \ 
learn diversified methods of caring 
for numerous diseases and injuries. 
It also broadens the resident’s social 
adaptability. 

The attitude of Barnes Hospital’ 
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dministration is important in carry- 
ng cut a successful graduate train- 
ng program. At Barnes there is no 
nsistence upon segregation of pa- 
jents on the basis of particular dis- 
base or anatomic location of de- 
ormity. For instance, there are 
imes when a patient with diabetes 
equiring surgery is cared for on the 
urgical wards by the surgical house 
taff in consultation with the medical 
ervice, rather than on the medical 
ards by the medical house staff. 
such a policy creates mutual under- 
tanding among all members of the 
taff and promotes the maintenance 
of interests in the broad field of 
medicine. 


Clinical meetings 

An average of 15 meetings are 
held each day on various clinical 
services in the medical center. The 
basic meetings are the clinical path- 
ological conference, the staff confer- 
ence, the surgical pathology con- 
ference, which includes an analysis 
of mistakes in diagnosis and therapy, 
and the review of records. Atten- 
dance and participation by the resi- 
dent staff in all meetings is required. 
The chief of service, or in his ab- 
sence his appointee, presides ove 
these meetings. 

A basic science course is not a 
part of the graduate training pro- 
gram. However, constant contact is 
maintained with the large staff of 
clinicians who have specialized in 
some branch of the basic sciences 
and who have developed special 
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capabilities in the application of 
this special knowledge to the care 
of the ill. 

. This method of teaching basic 
sciences at the bedside by staff men 
with specialized training appears to 
the Barnes’ faculty to be the surest 
means of bringing the contributions 
of biochemistry, bacteriology, pharm- 
acology, and pathology into the edu- 
cation of the graduate physician and 
surgeon. 


Library facilities 

Well-equipped libraries are an 
important part of each clinical de- 
partment. In addition, the Wash- 
ington University Medical School 
library, with its completely up-to- 
date reading room, is available to 
intern and resident staff as well as to 
medical students. The medical school 
library contains 80,000 bound pe- 
riodicals and monographs and re- 
ceives 900 current medical period- 
icals. 


Stipend 

The monthly stipend for the resi- 
dent staff is: First year, $50; second 
year, $75; third year, $100; resident 
of sub-specialty, $150; chief resi- 
dent, $175. Interns receive $10 a 
month. 


Maintenance 

Interns and residents with full- 
maintenance appointments are pro- 
vided semi-private quarters which 
are located in several areas within 
the hospital units. In addition, 


59 


| 


house officials receive meals, laundry, 
and uniforms. Two weeks’ vaca- 
tion is allowed for each year of 
service. 

House officers receive routine chest 
x-rays, drugs, laboratory work, x- 
rays, and a Blue Cross membership 
for themselves and their dependents. 
When hospitalization is required it 
is provided in accommodations con- 
venient to the hospital, usually in 
semi-private accommodations, with- 
out charge for needed service. 


Social 


A television room, lounge, and 
squash court are available for the 
resident’s off-duty hours. The city 
of St. Louis offers fine libraries, 
museums, art collections, gardens, 
theaters, and symphonies which pro- 
vide a wide variety of entertainment. 
Excellent concerts, lectures, and 
other cultural activities of the affili- 
ated university are available to the 
resident staff. There are dinners, 
picnics, sports, and other activities 
organized by the house staff and 
various departments. City-operated 
tennis courts are located close by. 


Religious facilities 

Sunday services are held in th 
Danforth Chapel, located off 
main lobby of Barnes Hospitg 
Within a 10-block radius one m 
find churches of many denominatic; 
in which to worship. 


Married residents 


As in all large cities, housing | 
comes the resident’s first probles 
when he starts his hospital service 
There are moderate- to high-rent: 
apartments available in the sx 
rounding neighborhood, some withi 
walking distance. When 
assistance in finding accommo: 
tions is given by the hospital. 


possible 


Working wives 


Nursing, secretarial, receptionis 
and typist positions within the ho: 
pital are usually available for wives 


of residents. Nurses and medica! 
secretaries are in demand in & 
Louis, and, of course, teachers fin! 
it easy to obtain positions. 


Resident Physiciat 


Th 

= 

7 

cre 
sid 

the 

tia 

pr 

cere 

me 

sp 

an 

es 

Tig, 

pe 

eC 

‘ hae 

| 

anual 


Frank R. Bradley, M.D. 


ination 


vossible 
mmod: 


The Hospital as a College 


“To overthrow superstition, to protect motherhood from pain, to 
ptionis free mankind from sickness, to bring health to all mankind— 
these are the ends for which throughout the century the scholars, 
heroes, prophets, scientists, martyrs of medical science have 


worked and fought and died.” 


This quotation from Yandell Henderson could serve as the 
creed of the medical profession and the hospital. A brief con- 
sideration shows it to be identical to both the Hebrew concept of 
the worth and dignity of the individual and the purpose of Chris- 
tianity. A refrain of human kindness which, after all, is an ex- 
pression of love for our fellowmen, is the central theme of the 
creed. The trustees and medical staff of a hospital are dedicated 
men and women who have a high personal sense of social re- 
sponsibility to meet the primary objective—the care of the sick 
and injured and the teaching, research, and diagnostic ability 
essential thereto. 

Today’s hospital is not only the workshop of the doctor—it 
performs more college functions than many of us realize. The 
educational activities even in the comparatively small community 
hospital are considerable. In the large, more departmentalized 
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hospital this function begins to have 
magnitude. We note that those hospitals 
which operate schools of nursing have 
added the function of conducting an un. 
dergraduate college for young women. 
Likewise we note that the status of 
graduate schools of medicine has been 
achieved by those hospitals which con- 
duct approved internship and residency 
programs. Hospitals which have affilia- 
tions with schools of medicine serve as a 

DR. FRANK R. BRADLEY clinical college for the junior and senior 

Director, Barnes, MeMil. Medical students’ undergraduate instruc- 

lan Maternity. Webi, tion. The faculty who teach these two 

arnard, an enar 08- 

pitals and Washington years in the hospital have dual appoint- 

ee See ments on the faculty of the medical col- 
lege and the hospital staff. 

The fact that the hospital, particularly the teaching hospital, 
is a college has been overlooked and is not fully known. For 
that reason, in many instances, the proper organization, finances, 
control, and curriculi have not been adequately established. At 
the turn of the century and with very few exceptions, the idea 
of a hospital as a college providing a definite contribution to 
medical education was almost totally obscured. The large num- 
ber of proprietary medical schools, many without hospital af- 
filiation, so ignored the hospital that in 1903 Sir William Osler. 
then professor and chief of medicine at Johns Hopkins Medical 
School and Hospital, wrote an essay, “The Hospital as a College.” 
He argued that the last two years of undergraduate medical 
school be conducted almost entirely in the wards of the teach- 
ing hospital. Only recently have we recognized the role the 
hospital is playing as a college. The teaching hospital has the 
undergraduate medical “students for the last two years of his 
four years of school, and after he receives his M.D. degree as an 
intern and resident from two to five years of graduate instruction. 
Truly the hospital is becoming the dominant factor in medical 
education as well as medical care. 

The primary function of a hospital is the care of the sick 
and injured and the diagnosis essential thereto. But of almost 
equal importance since the primary function cannot be carried 
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out without trained professional personnel, the college function 
(education of professional personnel) is vitally important. We 
cannot train professional personnel without techniques and pro- 
cedures which will cure the patient; therefore, the scientific or 
research function of the hospital becomes important. The plea 
for educational and scientific use of the hospital would not be 
justified if it could be shown that such use interfered with the 
patient’s welfare. It has been definitely shown that through 
the years, based on long experience, the interests of patients are 
best served in hospitals which recognize fully the need of medi- 
cal education and the scientific method. The hospital serves the 
community more broadly and efficiently if it does not limit its 
activities only to the care of the patient. 

There is no miracle in the science and art of medicine un- 
less it is that God permits us to conceive of and work out the 
basic laws of scientific medicine. After the basic law is dis- 
covered, ‘then putting it into practice is arduous, difficult work 
of highly technical nature which requires intensive training in a 
hospital over a period of from two to five years. The merging 
of the medical school and the teaching hospital is the method of 
teaching and clinical research. 

But there remains our creed. To live up to this creed, it is 
necessary for us not only to recognize the dignity of work but 
its essentiality. We must re-learn the basic principle that there 
is nothing without work, either intellectual or manual. The chief 
professional burden of service which is required to meet the 
creed of the hospital falls upon the physician, nurses, and other 
trained personnel. Our work is service and creative through 
patient care, education, and research rather than production. In 
the gradual division of labor by which civilization has emerged 
from barbarism, the doctor and the nurse and the hospital have 
been evolved as useful and special accessories in the incessant 
warfare against death and disease in which man is engaged.’ 
We should feel that human service is a pleasant duty and not a sign 
of weakness, that very simple things bring happiness—as we might 
say, in simple service, to simple people, in a simple way. And 
as Sir William Osler said, “meting out to all alike a hospitality 
worthy of the Hotel Dieu, and deeming ourselves honoured 
in being allowed to act as its dispensers.”? 

Sir William, “Doctor and Nurse.” 
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Clinico-Pathological 


Conference 
Barnes Hospital, St. Louis 


History 


W.S.. (#261436) a white, ma- 
chine operator, 20 years of age, was 
admitted to Barnes Hospital for the 
first time in October, 1955. He had 
five subsequent admissions before 
his death in July 1956. 

The patient had been in excellent 
health throughout his life, even play- 
ing football on his high school team, 
until two years prior to the first 
Barnes Hospital admission, when he 


noted the onset of a non-productive _ 


cough followed by fatigue and as- 
thenia. 

During the next two months he 
lost 50 Ibs. in weight (230 to 180). 
At this time he developed pleuritic 
left chest pain and dyspnea which 
led to his hospitalization elsewhere, 
where a diagnosis of pneumonia was 
made. The patient responded well 
to penicillin therapy and was dis- 
charged, asymptomatic, except for a 
mild non-productive cough. 
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One and one-half years prior } 
his first Barnes admission, he wa 


seen in the Washington Universit He 
Clinics for a “checkup.” He had wi pain. 
symptoms. Examination at this tim{{) rheu 
revealed decreased respiratory Ther 
tion in the chest, dullness, and def} hay 
creased breath sounds at the bas His 
of the lungs, normal cardiac fini. alive 
ings, and a blood pressure of 146/8).,%) died 
The hemoglobin was 18.3 prev 
The urinalysis was normal. Fir 

Phy 


strength PPD was negative. Roen- 
genologic examination of the ches 
revealed bilateral pleural effusion: 
left pneumothorax, cystic disease o! 
the lungs, and diffuse fibrosis. The 
cardiac silhouette was normal. 
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Admission 


The patient continued working « 
a machine operator until eight day: 
prior to his first admission when he 
developed malaise, myalgia, nausea 
and felt as if he were developing 4 
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i.” These symptoms persisted. 

¥ ur days prior to admission he 
dev ‘oped increasing dyspnea and 
noted the onset of swelling of his 
lower extremities. Treatment by his 
private physician with penicillin did 
not result in any improvement in 
symptoms. 

During the two days prior to his 
admission he became increasingly 
dyspneic and developed orthopnea. 
He also developed a bluish discol- 
oration of his skin and mucous mem- 
branes. Because of these symptoms, 
he came to the Barnes Emergency 
Room and was admitted for the first 
time (10-15-55 to 10-25-55). 

He denied cough, sputum, chest 
pain, past symptoms suggestive of 
rheumatic fever, or other illnesses. 
There was no history of asthma or 
hay fever. He had not had pertussis. 
His mother and only sibling were 
alive and healthy. His father had 
died of lobar pneumonia, 20 years 
previously, 


Physical examination 


Physical examination on admis- 
sion revealed a well developed, well 
nourished young, white male who 
appeared acutely ill. There was 


marked dyspnea and cyanosis. Blood 
pressure 130/70, respirations 45, 
pulse 140, temperature 37.8°C. There 


- were large, hairy, pigmented moles 


on the right shoulder and on the 
medial aspect of the left thigh. 

The pupils were round, regular, 
and equal, and reacted to light and 
accommodation. The fundi revealed 
numerous flame shaped hemorrhages, 
attenuated arterioles, marked arte- 
riolar-venous compression, and 
marked venous enlargement. The 
discs were distinct and flat. 

The ears were normal. The nose 
and throat were normal except for 
cyanosis of the mucous membranes. 
The neck was supple. There was no 
venous distention. The thyroid was 
normal. The chest was symmetrical. 

The percussion note was resonant 
except for dullness at the bases. The 
breath sounds were diminished gen- 
erally but more markedly at the 
bases. There were scattered, fine, 
sticky rales. 

There was a diffuse “rocking” pre- 
cordial pulsation. The left border 
of cardiac dullness was 12 cm. to the 
left of the midsternal line in the fifth 
intercostal space. Sounds were of 
good quality; no murmurs. 


Tuis montH’s CPC, “Honey-Comb Lungs Associated With 
Progressive Cardio-Respiratory Insufficiency,” was taken from 
stenographic reports (edited by Amoz I. Chernoff, M.D., and 
Stanley Hartroft, M.D.) of weekly clinico-pathologic conferences 
held in the Barnes and Wohl Hospitals. These conferences are 
participated in jointly by members of the Departments of In- 
ternal Medicine and Pathology of the Washington University 
School of Medicine and by junior and senior medical students. 
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The liver was palpable 4 cm. be- 
low the right costal margin and was 
slightly tender. The spleen was not 
palpable. Examination of the geni- 
talia and rectum was normal. There 
was bilateral, soft, pitting edema of 
the lower extremities, extending to 
the knees. Some of the edematous 
areas were slightly brawny. The neu- 
rologic examination was normal. 


Laboratory examination 

The red blood cell count was 6.83 
million per cu. mm.; hemoglobin 
17.6 gm. percent; hematocrit 58 per- 
cent; white blood cells 15,200; the 
differential count was 1 percent 
basophiles, 1 percent eosinophiles, 
89 percent segmented, 7 percent 
lymphocytes, 2 percent monocytes. 
The red blood cells and platelets 
appeared normal. 

Urinalysis: specific gravity 1.008; 
reaction 5.5; protein, negative; 
sugar, negative. Microscopic exami- 
nation of the sediment revealed a 
rare hyalin cast and an occasional 
white blood cell per high powered 
field. Guaiac examination of the 
stool was negative. The cardiolipin 
was negative. NPN 20 mg. percent; 
sodium 136.7 mEq/1; potassium 4 
mEq/1; chloride 95 mEq/1; CO, 37 
mEq/1; cholesterol 112 mg. percent. 

Roentgenographic examination of 
the chest revealed cystic disease of 
the lungs, diffuse pneumonitis and/or 
broncho-pneumonia, bilateral pleural 
thickening and/or effusion and car- 
diac enlargement considered com- 
patible with cor pulmonale. 


An electrocardiogram revealed 
right ventricular enlargement ani 
vertical heart with marked clockwis 
rotation. An electroencephalogram 
revealed no significant abnormality 
X-rays of the skull (routine sell, 
series) revealed “possible sinusitis 
and osteomyolitis of the left frontal 
sinus”; one observer thought that 
there was a localized erosion in the 
dorsum sella, but the senior radi- 
ologist reported the sella as normal. 

Culture of the blood revealed no 
growth. Lumbar puncture opening 
pressure 170 mm., closing pressure 
75 mm.; protein 52 mg. percent: 
Wassermann reaction negative. Pul- 
monary function studies were done 
and may be seen in Table I. 


Discharged 


The patient was placed on a 05 
gm. salt diet and given digitalis. 
mercurial diuretics, intermittent posi- 
tive pressure (inspiration) oxygen, 
and penicillin and streptomycin. He 
improved rapidly with decreased 
dyspnea and return of normal color. 
His weight decreased 25 lbs. during 
the 11 days of the hospitalization. 
An eye consultant felt that there was 
no papilledema. The fundal changes 
were felt to be consistent with the 
retinopathy sometimes seen asso- 
ciated with polycythemia. The CO, 
gradually decreased to 29.7 mEq/1 
and the patient was discharged on 
digitalis and a 2 gm. salt diet. 


Second admission 
He did well for about one month 
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Table 1 
nusitis PULMONARY FUNCTION STUDIES 


frontal 10-18-56 12-23-55 
t that Tidal Volume ° 550 cc. 
Inspiratory Capacity ........ 900 cc. 
in the Expiratory Reserve Volume ... " 550 cc. 
radi- Estimated Vital Capacity .... 4590 cc. 
Vital Capacity 1450 ce. 
Estimated M.B.C, .......... 133 L/min. 
led no Max. br. cap. (15 sec. X 4) .. 52.L/min. 
pening Residual Volume 
yi, Estimated Total Volume 
Total Volume 
rcent: Residual/Total X 100 
Pul- Alv. After 7 min, O2 ..... 
Minute Volume 
done Air Velocity Index 


EXERCISE TEST: 
Breathing Reserve: 
a 05 200 kg/M/min. 
ritalis, 1. At rest 88%, 
2. With exercise ............ 42% 59%, 
pow 400 kg/M/min. 
cygen, 1. At rest 83% 84%, 
n. He 2. With exercise 42%, (At 2'45") 46% (At2'0") 
eased 
color. O.SATURATION 
luring 1. At rest ee COZ 89.5%, 
2. Hyperventilating 93.3% 


ation. 3. With 100% O, . 100.9% 
e was 4. With exercise 79.3% 


anges 
12-10-56 
CARDIAC CATHETERIZATION STUDIES: 

asso- O. Sat. % Pressure mm. Hg. 

CO, systolic/diastolic mean 

E Femoral Artery 

Pulmonary Capillary 

‘don Pulmonary Artery .......... 
Pulmonary Artery with O. 

breathing 75/30 

O, Capacity (Vol. %) 20.75 vol. % 15.26 gms. Hb. 


12 
90/40 
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when he developed pneumococcal 
pneumonia with severe dyspnea. He 
was hospitalized a second time (12- 
1-55 to 12-24-55) and responded well 
to antibiotic and oxygen therapy. 
Digitalis and sodium restriction were 
continued. The venous pressure was 
220 mm. of saline, the circulation 
time (Decholin) was 14 seconds. 

An electrocardiogram revealed 
‘prolonged AV conduction and an 
abnormal form of the ventricular 
complex compatible with digitalis 
effect. Right heart catheterization 
and pulmonary function studies were 
done (Table I). 

After discharge the patient con- 
tinued to have dyspnea on slight 
exertion and occasionally had slight 
cyanosis. On two occasions he had 
hemoptysis, each episode subsiding 
spontaneously. He received a total 
of 30 millicuries (10 millicuries a 
week for 3 weeks) of radioactive 
iodine in an attempt to decrease his 
basal oxygen requirements. The pre- 
treatment RAI uptake had been 31 
percent. 


Third admission 


Three weeks after radioactive 
iodine was given the patient devel- 
oped increased dyspnea, orthopnea, 
cyanosis, edema and nervousness. He 
was admitted for the third time 
(1-6-56 to 1-25-56). 

Temperature was found to be 
38.3; pulse 112; blood pressure 
100/50; respirations 32/min. The 
patient was markedly cyanotic. There 
was striking wasting of the facial 


and shoulder girdle musculaiure, 
The fundi were as previously de. 
scribed; hemorrhages of variable 
duration were noted. There were 
moist inspiratory rales over the en- 
tire lung fields. The heart was un. 
changed except for a_prodiastolic 
gallop rhythm. The abdomen was 
unchanged. There was 3+ pedal 
and pretibial edema which was 
somewhat resistant to pitting. There 
was generalized hyporeflexia. 


Laboratory findings 


Laboratory data revealed the red 
blood cell count to be 5.8 million per 
cu. ml.; hemoglobin 16.3 gm. per- 
cent; hematocrit 53 percent. The 
white blood count was 18,700 with 
1 band, 81 segmented forms, 12 
lymphocytes and 6 monocytes. Uri- 
nalysis, stool examination and car- 
diolipin were normal. NPN. 23 mg. 
percent; fasting blood sugar, 59 mg. 
percent; sodium, 146 mEq/1; potas- 
sium, 4.3 mEq/1; CO,, 33.6 mEq/1: 
chloride, 98 mEq/1;_ cholesterol, 
67 mg. percent; total protein, 5.7 
gm. percent; albumin, 3.5 gm. per- 
cent; globulin, 2.2 gm. percent, alka- 
line phophatase, 2.3 Bodansky units: 
cephaline cholesterol flocculation 
negative; thymol turbidity, 1.5 units: 
total serum bilirubin, less than 08 
mg. percent. The venous pressure 
was 178 mm. of saline, and the cir- 
culation time (Decholin) was 28 
seconds. 

Cultures of the sputum and the 
throat revealed only normal flora. 
X-ray examination of the chest re- 
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ve. ed no change when compared to 
pr vious films except more pro- 
no anced chronic pneumonitis in the 
e! lower lobe. 

.n electrocardiogram revealed 
“p roxysmal atrial tachycardia with 

r dominant 2:1 AV block or pos- 
sibly auricular flutter.” A  subse- 
quent tracing revealed the return of 
a sinus mechanism. There was 
gradual improvement in the patient’s 
cardiopulmonary status with anti- 
biotics and therapy directed at the 
congestive failure. 

The patient’s weight decreased 14 
lbs. Diamox (.05 gm. daily) was 
given but without any striking im- 
provement. The CO, at discharge 
was 34.2 mEq/1. Diamox, sublingual 
Isuprel and sulfadiazine were added 
to his usual discharge medications. 


Fourth admission 


The patient did well for about 
two weeks before dependent edema 
and exertional dyspnea returned. 
These symptoms rapidly increased 
and led to his fourth Barnes Hospi- 
tal admission (2-16-56 to 3-19-56). 

The physical findings were essen- 
tially unchanged from the previous 
admission. 

The hematocrit was 57 percent; 
the white blood cell count was 18,- 
600; the differential count was: 88 
segmented forms, 1 basophile, 10 
lymphocytes and 1 monocyte. Urin- 
alysis and stool examinations were 
normal; the CO, was 37.3 mEq/1. 
Cultures of the sputum revealed only 
normal oral flora. 
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An electrocardiogram and x-rays 
of the chest were unchanged from 


the previous admission. 


Antibiotic therapy and measures 
to control the congestive heart fail- 
ure were instituted. His weight de- 
creased from 162 lbs. to 147 Ibs. 
The white cell count returned to 
within normal limits. The patient’s 
cyanosis and dyspnea responded 
readily to oxygen given intermittent- 
ly by mask. The patient became 
quite dependent on supplemental 
oxygen and frequently would de- 
velop marked drowsiness and weak- 
ness from self administration. The 
CO, gradually rose to 44.2 mEq/1. 

In an effort to improve the pa- 
tient’s conditions, 6 gms. of sodium 
salicylate were given intravenously 
on each of two successive days. This 
resulted in marked hyperpnea dur- 
ing and immediately following the 
administration. The night following 
the second dose of salicylate the pa- 
tient coughed frequently and became 
extremely restless and cyanotic. The 
CO, fell from 40 mEq/1 to 35 mEq/ 
1 during this time. Diamox (0.5 gm. 
daily) was started again and the 
CO, concurrently decreased to 30.1 
mEq/l. The venous blood pH was 

The patient was discharged mildly 
cyanotic but without much dyspnea. 
Discharge medications included digi- 
talis, diamox, and sulfadiazine; salt 
restriction was continued. 


Fifth admission 


He did well for one week, follow- 
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ing which he rapidly reaccumulated 
edema fluid and became markedly 
cyanotic and short of breath. He was 
therefore admitted for the fifth time 
(4-8-56 to 5-17-56). The findings on 
physical examination were essen- 
tially unchanged from the previous 
admission. There were fewer flame 
hemorrhages in the fundi. The he- 
matocrit was 60 percent. Urinalysis 


‘and stool examinations were nega- 


tive. The CO, was 33 mEq/l. An 
electrocardiogram and x-ray films of 
the chest were unchanged. The pa- 
tient’s weight gradually decreased 
from 162 lbs. to 150 Ibs. Phleboto- 
mies totalling 1000 cc. decreased 
the hematocrit to 52 percent. Asso- 
ciated with persistent use of oxygen 
by mask, which the patient demand- 
ed for relief of his dyspnea and 
cyanosis, the CO, rose to 39.4 mEq/ 
1. Again the patient became quite 
drowsy and weak following oxygen 
inhalations though these were re- 
stricted to 15 minutes per hour. Sup- 
plemental oxygen was gradually 
withdrawn and the patient was dis- 
charged without edema and with 
only slight cyanosis. The CO, on 
the day of discharge was 42 mEq/1. 
Medications given at discharge were 
meprobamate, prednisone, Isuprel, 
Diamox, oral penicillin and digitalis. 


Final admission 


The patient’s clinical status re- 
mained unchanged. Prednisone was 
discontinued because of rapid re- 
turn of dependent edema which re- 
sisted aggressive attempts at diure- 
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sis. The dyspnea did not increase, 
However, the patient entered for the 
sixth and final admission (6-41-56. 
to 7-28-56) because of very marked 
edema with associated severe pains 
in his feet. His blood pressure was 
100/60, pulse 20, respiration 26, 
temperature 37. 

The findings on physical examina. 
tion were essentially unchanged 
from previous admissions except that 
the dyspnea was less pronounced. 
The hematocrit was 59 percent. He 
was given 100 mg. of Demerol intra- 
muscularly the night of admission 
because of the severe pains in his 
feet. The following morning he was 
unresponsive, darkly cyanotic, and 
had shallow respirations at 20 per 
minute. 

Ten mg. of N-allylnormorphinone 
intravenously and 20 mg. of racemic 
amphetamine sulfate  intramuscu- 
larly did not produce any improve: 
ment in his clinical status. 

The patient was placed in a res. 
pirator for 72 hours without appreci- 
able change in his clinical status and 
he was therefore removed. 

A lumbar puncture revealed an 
opening pressure of 270 mm. of wa- 
ter and a closing pressure of 230 
mm. There were no cells. The pro- 
tein was 44 mg. percent. The blood 
CO, gradually rose to 44.3 mEq/1. 

By the seventh hospital day the 
patient was able to open his eyes 
and answer simple questions. On the 
8th day he had five right sided Jack- 
sonian seizures lasting two to five 
minutes each. 


Resident Physician 


Dia 
atio..s 
rhic 
ract il 
dweliir 


olifort 
yas 
in ane 
percen 
Ther 


scious! 


never 
few wi 


power. 


mental 
creaset 
was m 
plemet 
On | 
was 2 
maine 
stantly 
ually 
and he 
sponsi 
55th | 
Clinic 
Dr. 
year-0 
when 
pleuri 
dyspn 
phasiz 
health 
pound 
prior 
pirate 
sode « 


follow 


Janua’ 


: 

4 


mina- 
inged 
t that 
need. 
t. He 
intra- 
ission 
n his 


> was 


and 
) per 


inone 
pemic 
uscu- 
rove: 


1 res- 
preci- 
s and 


d an 
f wa- 
230 


pro- 


sician 


j.antin was added to his medi- 
as. Low grade fever developed 
was attributed to a urinary 
infection resulting from an in- 
dwel:ing catheter. Culture of the 
rine revealed a heavy growth of 
liform organisms. The infection 
yas partially controlled by Gantri- 

in and bladder irrigations with 14 
percent acetic acid. 

There was gradual return of con- 
sciousness; however, the patient was 
never able to speak more than a 
few words and had minimal motor 

He received little supple- 


creased to 34.7 mEq/l. Nutrition 
was maintained by tube feeding sup- 
plemented with intravenous fluids. 

On the 37th hospital day the CO, 
was 27.4 mEq/l. The patient re- 
mained slightly cyanotic almost con- 
stantly. The blood pressure grad- 
ually fell without apparent reason 
and he became progressively less re- 
sponsive. He expired quietly on the 
55th hospital day. 


Clinical discussion 


Dr. Edward Reinhard: This 20- 
year-old man was well until age 18 
when he first developed a cough, 
pleuritic pain in his left chest and 
dyspnea. I think it important to em- 
phasize that not only was he in good 
health, but he weighed well over 200 
pounds and was an active athlete, 
prior to the onset of his cardio-res- 
piratory symptoms. The initial epi- 
sode of pain, cough and dyspnea was 
followed by repeated episodes of res- 
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piratory infection, progressive dimi- 
nution of respiratory function, and 
presumably by progressive cardiac 
decompensation. Will you review 
the roentgenograms now, Dr. 
Humphrey? 

Dr. Harvey A. Humphrey: In Au- 
gust 1954, the patient entered with 
a spontaneous pneumothorax. The 
partially collapsed left lung with the 
space of air between the parietal and 
visceral pleura could be clearly 
seen. 

At that time, it was noted that the 
pulmonary parenchyma was abnor- 
mal; the reticular pattern was exag- 
gerated and there were many small, 
air filled spaces evident throughout 
each lung. 

About one month later, the left 
lung had almost completely re-ex- 
panded and at that time there was 
evidence of pleural adhesions at 
each base. No change in the under- 
lying pulmonary disease was seen. 
The heart was considered to be 
within normal limits in size. 

In October of 1955, about one 
year later, there was no evidence of 
any residual pneumothorax but the 
abnormality of the lungs had in- 
creased appreciably. There were sev- 
eral air filled spaces throughout each 
lung and the septae between these 
spaces appeared abnormally thick- 
ened. 

There had been a very noticeable 
increase in the transverse diameter 
of the heart and the oblique projec- 
tion indicated that the cardiac en- 
largement was due primarily to an 
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increase in the size of the right ven- 
tricle. There was an associated dila- 
tation of the main pulmonary ar- 
tery. 

The diagnoses made were: pul- 
monary cystic disease with chronic 
pneumonitis, pleural adhesions and 
cor pulmonale. At that time, a rou- 
tine skull film was also made. 

No significant abnormality was in 


_ evidence. There was apparently an 


error in interpretation. I believe the 
findings are consistent with an 
agenesis of the left frontal sinus 
rather than with an osteomyelitis 
with sinusitis, as was indicated in 
the protocol. 

Dr. Reinhard: Apparently there 
was some question as to the integrity 
of the sella. Do you believe that this 
was not justified? 

Dr. Humphrey: The lateral pro- 
jection indicates that the sella is 
normal in size and shape. The bony 
architecture of the cranial bones ap- 
pears quite normal. In December, 
two months later, there had been a 
noticeable decrease in the size of the 
heart, coincident with the digitalis 
and cardio-therapy which had been 
administered. Our last available ex- 
amination done about three months 
prior to death indicated that the 
heart had again become very defi- 
nitely enlarged and the pulmonary 
abnormality had increased. 

I should like to describe the na- 
ture of the cystic disease of the lung. 
Cystic-appearing, air filled spaces 
can be seen throughout the lung. 
They vary from a few mm. to per- 
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haps 3 cm. in diameter. They jp. 
volve all lobes. The septae as indi- 
cated before are thickened. This 
change can be attributed to chronic 
infiltration and fibrosis. We have 
seen this picture in congenital cystic 
disease. Recently we have seen ; 
similar picture in two patients who 
were diagnosed by the pathologis 
as “histiocytosis X”. 

So, in summary, the x-ray diag. 
noses would be pulmonary cystic 
disease; chronic pneumonitis; a pos 
sibility of histiocytosis, pulmonar 
hypertension secondary to arteriolar 
involvement resulting from the 
chronic pulmonary disease; cor pul- 
monale, and pleural adhesions. 

Dr. Reinhard: Dr. Massie, I won- 
der if you would review the electro- 
cardiograms? Did this patient have 
the findings of cor pulmonale? 

Dr. Edward Massie: The records 
of this patient in October 1955, and 
January 19, 1956 showed evidence of 
right ventricular enlargement. This 
was manifested by the rR' in V, and 
particularly by the prominent R' 
wave which shows high voltage. In 
addition the P waves were generally 
quite prominent suggesting auricuw- 
lar enlargement. Moreover, this pa- 
tient had paroxysmal auricular 
tachycardia with two to one block 
with subsequent development of a 
sinus rhythm. To summarize, we can 
say that there is right ventricular 
enlargement and with the prominent 
P waves along with evidence of auri- 
cular irritability, cor pulmonale is 
suggested. 
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Dr. Reinhard: It is clear then, that 
or pulmonale was present. Now 
ince pulmonary function studies 
ere done on this patient, Dr. Bercu, 
wonder if you would discuss the 
esulis and their significance. 

Dr. Bernard Bercu: First the pa- 


mient had marked hypoxia as noted 


y arterial oxygen which ranged 
rom 88 to 90 percent. In addition 
t was interesting that his hypoxia 
as restored to normal by adminis- 
ration of 100 percent oxygen. Sec- 
mdly he had an increased residual 
olume of 75 percent of his total 
ung volume, and it is known that 
hen the residual volume is over 35 
percent of the lung volume, that in- 
licates a considerable degree of em- 


Thirdly, there was a relatively 
small decrease in his maximum 
reathing capacity although this pa- 
tient was very sick, had severe lung 
disease and was very cyanotic. This 
latter finding would be very unusual 
in patients having obstructive em- 
physema in whom the M.B.C. would 
he decreased to 20 percent of nor- 
mal. It was interesting to note that 
the patient had to stop because of 
shortness of breath, a fact which 
didn’t correlate very well with the 
fact that his breathing reserve was 
till fairly good. Although his 
breathing reserve was 45 percent in 
3 minutes, he was still dyspneic in- 
dicating that factors other than his 
inability to get air in and out of his 
lungs were responsible his 
dyspnea. The question arises as to 


for 
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how these findings can be correlated 
with any anatomical changes in the 
patient. 


Hypoxia 


Now the first, most important and 
striking thing is the hypoxia. Let us 
consider briefly the causes of hy- 
poxia. The first cause is hypoventi- 
lation. This patient did not have hy- 
poventilation because his hypoxia 
was not relieved by enforced hyper- 
ventilation. The question of venous- 
arteriol shunts as a cause of hypoxia 
was ruled out by the fact that when 
the patient inhaled one hundred per- 
cent oxygen his arterial oxygen rose 
to normal. 

Another cause of hypoxia is un- 
even ventilation in relation to blood 
flow, a term used to indicate that 
there are areas of the lung which 
are not ventilated despite the fact 
that blood is flowing through them. 
And still another cause is impair- 
ment of diffusion. An impairment 
of diffusion usually occurs in the 
fibrotic reactions in which there is 
scar tissue preventing the diffusion 
of the gases from the alveoli to the 
capillaries. Neither one of the latter 
causes was ruled out by our pul- 
monary function tests and probably 
both of them were present. 

Finally how can we attempt to cor- 
relate anatomically, the physiologic 
changes noted by these function 
tests? First, the patient had hypoxie 
with relatively good maximum 
breathing capacity and exercise tol- 
erance test. This fact points to pul- 
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monary fibrosis rather than pure ob- 
structive emphysema. Secondly, he 
probably had impairment of diffu- 
sion secondary to the fibrosis which 
accounted for his marked hypoxia. 
In addition to this he had a marked 
increase in residual volume which 
we could correlate with the multiple 
cystic areas which were not func- 
tioning. In summary, an extreme de- 
gree of pulmonary fibrosis and cystic 
change must have been present. 

Dr. Reiniiard: Dr. Bercu, one 
thing that was a little disturbing 
to me was the fact that this man 
seemed to get along extremely well 
in terms of his respiratory reserve 
up until a few years hefore his 
death, and furthermore that the 
cystic appearance of the lungs 
seemed to progress considerably. 
Are these findings compatible with 
congenital cystic disease of the 
lung? Could we ascribe both the 
progression of the x-ray lesion and 
the marked progression of the res- 
piratory incapacity to repeated epi- 
sodes of secondary infection and 
progressive fibrosis? 

Dr. Bercu: I suppose that ex- 
planation would be within the realm 
of possibility. The patient could 
have had either cystic bronchiectasis 
or congenital cystic disease. I think 
the amount of fibrotic reaction that 
would produce this amount of hy- 
poxia would be very strong evidence 
against a congenital origin. One 
would have to assume that some 
acquired lesion was producing a tre- 
mendous amount of fibrosis in the 
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interstitial tissue of the lung. 

Dr. Reinhard: Dr. Diettert, I won. 
der if you would discuss the cathe. 
terization studies. 

Dr. Gerald Diettert: The right 
ventricular enlargement indicated on 
the electrocardiogram and shown on 
the chest films are indirect evidence 
of pulmonary hypertension. Direct 
evidence can be obtained by right 
heart catheterization and appropri- 
ate measurements of pressures. This 
patient had marked pulmonary by. 
pertension with a pulmonary artery 
pressure of 90/40 while the normal 
upper limit is 29/13. 


Pulmonary hypertension 


The magnitude of the pulmonary 
hypertension suggests that the pa- 
tient may have had decompensated 
cor pulmonale at the time the pres- 
sures were obtained. 

I should like to discuss the causes 
of pulmonary hypertension. The first 
is mitral stenosis which possibility 
is excluded in this case by the pres 
ence of a normal pulmonary capil- 
lary wedge pressure of 12. 

The second cause is a congenital 
cardiac lesion with a left to right 
shunt. This possibility is excluded, 
as Dr. Bercu mentioned, by the cor- 
rection of the anoxia by breathing 
pure oxygen. 

Other causes left for consideration 
are extensive disease of the lungs 
and of the pulmonary arteries. The 
mechanisms by which pulmonary hy- 
pertension develop might be noted 
at this time. The most important 
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mechanism is anatomical reduction 
of ‘he pulmonary vascular bed, as 
is -een both in emphysema where 
the pulmonary vascular bed is re- 
duced by the process and also in 
pulmonary fibrosis where there is 
compression and fibrosis in the vas- 
cular bed. 

Anoxia leads to pulmonary hyper- 
tension by several mechanisms. 
Part of this patient’s pulmonary hy- 
periension might be accounted for 
on a basis of anoxia. It should be 
noted that there was a fall in his 
pulmonary pressure when he was 
breathing pure oxygen. In conditions 
of anoxia there is vaso-constriction 
in the pulmonary vascular bed. 
There is also an increase of venous 
return to the heart with a conse- 
quent increased cardiac output 
through the diminished pulmonary 
bed, causing increased resistance to 
flow. 

Thirdly, polycythemia causes in- 
creased viscosity of the blood and 
consequently increased resistance in 
the pulmonary flow. The next two 
mechanisms, increased alveolar pres- 
sure and increased bronchiolar tone, 
are both related to the trapping of 
air in the alveoli with local com- 
pression of the pulmonary vascular 
bed. 

The fifth mechanism, namely, 
broncho-pulmonary vascular shunts, 
is still imperfectly understood. How- 
ever, it is thought that bronchial ar- 
teries leading into the pulmonary 
arteries may increase the pulmonary 
vascular resistance, because of their 
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normally higher pressure and their 
enlargement in pulmonary disease. 
The final mechanism, pulmonary 


_ arteriolar sclerosis, is actually a sec- 


ondary mechanism associated with 
pulmonary hypertension from some 
other cause, but finally contributing 
to further increase pulmonary hy- 
pertension. 

Dr. Reinhard: Do I understand 
you to mean that this patient had 
all of these factors operating in the 
causation of his pulmonary-cardiac 
disease? 

Dr. Diettert: No, I think that the 
patient probably had at least, in 
part, the first four mechanisms oper- 
ating, the most important being 
number one. The question of wheth- 
er he had pulmonary arteriolar 
sclerosis is debatable, and that 
would be partly related to the dura- 
tion of his cor pulmonale. 

Dr. Reinhard: Dr. Levy, you'll 
have to serve as both a neurologist 
and an ophthalmologist today. This 
patient’s fundi on his first admission 
showed flame shaped hemorrhages, 
and marked venous distension. I 
wonder if you would discuss the sig- 
nificance of these findings. Why did 
the patient have hemorrhages? 

Dr. Irwin Levy: I would not be 
too suspicious of involvement of the 
central nervous system in the causa- 
tion of the hemorrhages, because we 
have a spinal fluid pressure reading 
which was within normal limits. 

Secondly, there was a flat disc at 
the same time as the flame shaped 
hemorrhages were noted. It is true 
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sometimes in the development of a 
brain tumor that one may see flame 
shaped hemorrhages before papille- 
dema becomes evident. But that is 
rather unusual and would be the 
case only in a rapidly developing 
tumor. 

So, with the existing vascular dis- 
ease and lung disease, one would not 
be inclined to believe that this rep- 
resented primary disease of the ner- 
vous system. At the same time this 
patient had polycythemia, he was 
hypoxic and the probability exists 
that the eye ground changes were 
related to the hypoxia and to the 
polycythemia. 

Dr. Reinhard: Sometime after ad- 
mission to the hospital, an eye con- 
sultant described early papilledema 
and Dr. Carter, the neurology resi- 
dent, also made the same observa- 
tion. 

Dr. Levy: Early papilledema could 
be caused by extension of the under- 
lying process. I think that toward 
the end of this patient’s stay in the 
hospital, he did develop increased 
intra-cranial pressure, but that too 
could be attributed to hypoxia and 
perhaps, to some degree, to the 
changing water balance in the cen- 
tral nervous system. 

Dr. Reinhard: How does hypoxia 
cause papilledema? 

Dr. Levy: We are not too sure. 
There probably is an interstitial ac- 
cumulation of fluid based upon the 
lack of oxygen. Certainly, where the 
central nervous system is concerned, 
hypoxia and the change in water 
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balance are concomitant with an in. 
crease in intra-cranial pressure. 

Dr. Reinhard: Then I can assume 
that you do not anticipate any pri-f 
mary disease in the nervous system, 
Dr. Levy. 

Dr. Levy: There is some evidence 
cited in the literature which indi- 
cates a relationship between con. 
genital defects in the central nervous 
system and cystic disease of the 
lung. Such relationship conceivably 
might result in slight papilledema, 
but I don’t believe that the evidence 
here would fall in line with that 
possibility. 

Dr. Reinhard: We are going to 
discuss that a little further, later 
on. Let us now take up the main 
problem, namely the nature of the 
pulmonary disease. We again want 
to emphasize the fact that the roent- 
genograms from 1954-56 apparentl; 
showed a marked progression in the 
cystic appearance of the lungs and 
during this period of time the pa- 
tient became a complete respiratory 
cripple. 

Dr. Goldman, I have been im- 
pressed with the classification of 
cystic disease of the lungs which was 
published by Cooke and Blades in 
1952. We might use this classifica- 
tion just as a point of departure for 
our discussion. I wonder if you 
would discuss the current concepts 
of these various types of cystic dis- 
ease and if you want to list any 
other types of cystic disease of the 
lung, feel free to do so. 

Dr. Alfred Goldman: Strictly 
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spe:king, when we talk about cystic 
disease of the lung, we should limit 
our-elves to the so-called congenital 
eys!. but from a practical stand- 
point, most of the cysts that we see 
are unquestionably acquired; it is, 


; however, very difficult to differen- 


tiate between the two. 

Therefore, I think it is proper to 
talk about both the congenital and 
the acquired type. 


Congenital cysts 

The so-called congenital cysts may 
not be present at birth. They may 
form in the developmental stage of 
the broncho-pulmonary — elements 
which apparently goes on for at least 
six or seven years after birth. Thus, 
acquired factors may play some role 
in those six or seven years. However, 
these cysts are very likely congenital 
because of some anomalous develop- 
mental failure of the alveoli and 
bronchi to join together. 

Dr. Blades has a very practical 
type of classification, in that he 
classifies congenital cysts under the 
cell type. The histological finding 
of columnar or cuboidal ciliated 
cells would determine that it was a 
bronchus, or the finding of alveolar 
cells, that it was an alveolar cell 
type cyst. The multiple broncho- 
genic cell type is very difficult to 
distinguish from cystic bronchiecta- 


sis. 


The location of cysts in congenital 
cystic disease is more apt to be in 
the upper lobes, whereas in the 
acquired types of cystic bronchiec- 
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tasis, we see them more often in the 
lower lobes. Also in the congenital 
types, cysts are apt to be more regu- 
lar, whereas in the acquired types 
we may find both the cystic and the 
saccular varieties. 

Finally, of course, the histology is 
very helpful to us in differentiation. 
The alveolar cell type is very simi- 
lar to the bronchogenic type. The 
combined type is rare and _ infre- 
quently described. 

Under the acquired cysts, sub- 
pleural blebs are noted. We think 
of sub-pleural blebs as_ so-called 
blisters underneath the pleura where 
there has been a rupture of an 
alveolus into the pleural space. The 
sub-pleural bleb type is the one 
which often ruptures. In the patient 
under discussion, there was a pneu- 
mothorax on the left side. 


Causes 

Now, what causes the cysts? 
There are several theories which are 
widely held. I think perhaps the 
most commonly accepted explana- 
tion is that a ball valve mechanism 
occurs which causes air to be 
trapped in the alveoli, and with a 
narrowed bronchus perhaps due to 
infection or scarring, air is unable 
to get out. As a result there is an 
area of lung tissue in which the 
intra-alveolar septae have often been 
destroyed or damaged. When the 
elastic tissue has been damaged, 
there is relative inelasticity in the 
cystic area. This area can stretch 
but does not have the elastic recoil. 
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The additional factor of coughing 
may play an important role in in- 
creasing the size of the cysts. These 
cystic areas extend out from rather 
small bronchi, and during the proc- 
ess of coughing, the pressure which 
occurs is not well distributed or ad- 
justed in these areas. Since the air’s 
escape is impeded the result is, with 
this inelastic tissue, that there is a 

_ stretching of the thin wall of the 
cysts and pressure on the area of 
normal lung tissue. 

These same factors will occur in 
the production or in the aggravation 
of congenital pulmonary cysts, as 
well as in acquired ones. There is 
one other factor I might mention in 
the causation of cysts of which we 
are becoming increasingly cognizant, 
and that is anomalies of blood ves- 
sels, particularly from the aorta. 

Dr. Reinhard: 1 believe it might 
be worthwhile to consider the cate- 
gory of acquired pulmonary cysts 
secondary to a wide variety of pri- 
mary diseases. These primary dis- 
eases have “honey-comb lungs” as 
one of their manifestations. 


““Honey-comb”’ 

This pulmonary condition- is a 
variety of cystic disease in which 
thin walled cysts are distributed uni- 
formly throughout the substance of 
both lungs. The cysts usually are 
about 1 cm. or slightly larger in 
diameter. The honey-comb lungs 
may occur as part of a general medi- 
cal disorder or without any evidence 
of disease other than that in the 


lung. Now the conditions in which 
secondary honey-comb lungs hav 
been reported include four main 
categories. The first category is tha 
of the granulomas and histiocytoses, 

In both xanthomatosis and Hand. 
Schuller-Christian disease it is pos 
tulated that partial bronchial ob. 
struction due to xanthomatosis or 
histiocytic infiltrates may result in 
these cystic developments. In earl 
stages of pulmonary xanthomatosis, 
there may be a proliferation of cells 
containing lipid. The lipid cells ar 
then replaced by a diffuse interstitial 
fibrosis, and in a limited number of 
such cases extensive honey-comb 
cyst formation in the lung may o. 
cur. Likewise, in Letterer-Siwe dis 
ease, and eosinophilic granuloma: 
the same mechanism may obtain. 

The second category is a much 
more tenuous one in that a very few 
cases of biliary cirrhosis in infants 
have been observed to be associated 
with honey-comb lungs. 

Then there is the third main cate. 
gory of tuberous sclerosis and asso- 
ciated dysplastic diseases. Because 
of the lack of time I won’t discuss 
the third category here except to 
mention one very disturbing case re- 
port that I ran across. This was in 
an article by Samuelson in 1942, 
which reported a case of honey-comb 
lungs with none of the manifesta- 
tions of tuberous sclerosis during 
life and yet at autopsy, the patient 
showed the characteristic histologi- 
cal changes of tuberous sclerosis in 
the lungs, brain and kidney. If this 
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is obviously, we cannot exclude 
his ¢'sease in this patient. Dr. Levy, 
] gatver there is nothing to suggest 
linically that our patient had tuber- 
ous sclerosis. Is that correct? 

Dr. Levy: That is correct. 

Dr. Reinhard: The final category 
js pituitary disorders and here again 
the relationship is vague. There 
have been a few cases of honey-comb 
Jungs seen in connection with dia- 
betes insipidis, but in none of these 
has there been postmortem proof of 
the etiology of the pulmonary or 
pituitary disorders. 

There was one case report by 
Oswald and Parkinson concerning a 
patient who had pituitary dwarfism 
in whom there was also present 
honey-comb lung disease. 

We might just run through this 
classification briefly to see if we can 
get any leads from any of these. Dr. 
Moore, do you think that we have 
anything in this patient’s clinical 
story to give us any help in connec- 
tion with possible xanthomatosis or 
histiocytic disease? 

Dr. Moore: No, we have no evi- 
dence of diabetes insipidis or of 
exophthalmus. We have no evidence 
to indicate that there was bone in- 
volyvment. Letterer-Siwe disease in 
adults does occur but it is extremely 
rare. Unfortunately, we have no 
bone marrow examination. Marrow 
studies often provide a technic for 
direct visualization of the abnormal 
reticulum cells. It seems to me there 
is comparatively little to fit with 
any of these diagnoses. 
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Dr. Reinhard: Perhaps the only 
thing we have that will go with his- 
tiocytosis is the fact that in the 
cases of honey-comb lungs associated 
with this variety of disease, there 
may be a progressive pulmonary 
fibrosis. 

Dr. Bercu, I take it, you’ve already 
indicated you think that this degree 
of fibrosis would be unusual in the 
congenital variety of cystic disease. 
Do you get progressive fibrosis like 
this in any of the other causes of 
honey-comb lungs, and do you think 
we have to consider any of these pos- 
sibilities very seriously here? 

Dr. Bercu: Yes. 

Dr. Reinhard: Dr. Daughaday, al- 
though we really don’t have any evi- 
dence of pituitary disease, and Dr. 
Humphrey has already told us that 
the sella turcica is normal, do you 
feel that this category is excluded? 

Dr. Daughaday: Since the mani- 
festations of pituitary disease in the 
reported cases were mainly diabetes 
insipidis, I would suspect that these 
cases are undiagnosed examples of 
the Schuller-Christian disease. I be- 
lieve we have no supportive evidence 
in the patient under discussion. 

Dr. Reinhard: Now, one other 
possibility certainly has to be con- 
sidered, namely, the suggestion 
made by Dr. Goldman that cystic 
disease of the lungs occurs in close 
association with anomalies of the 
pulmonary arteries. Dr. Sherry, do 
you have anything to add to what 
Dr. Goldman has said? 

Dr. Sherry: 1 think the points that 
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might be brought out concerning the 
relationship between cystic disease 
in the lung and the presence of 
anomalous pulmonary arteries are 
somewhat as follows: The vessels 
arise from the descending thoracic 
aorta or the abdominal aorta. The 
lesions in the lungs may be either 
congenital or include cystic bron- 
chiectasis. With congenital disease 
one usually finds a single large cyst 
rather than multiple cysts, but oc- 
casionally, multiple cysts may be 
seen. In some cases it is believed 
that the anomalous vessel leads to 
the pulmonary lesion but in others 
it appears that we are dealing with 
two distinct, co-existing congenital 
lesions. This situation has been 
rarely if ever diagnosed before sur- 
gery or autopsy. Most of the cases 
are of single cysts: I would like to 
make one final comment, that poly- 
cystic kidney disease is occasionally 
seen with cystic disease of the lungs 
and perhaps the same kind of em- 
bryological mechanism is responsi- 
ble for both. 

Dr. Reinhard: I am sorry, we are 
running short of time. I had origi- 
nally planned to discuss certain as- 
pects of the clinical management of 
patients of this kind. ‘The question 
of oxygen intoxication, the use of 
sedative drugs which may unfavor- 
ably influence the respiratory rate 
and the overall prognosis are cer- 
tainly pertinent in this case but time 
precludes further discussion. 

In conclusion, my diagnoses are 
“honey-comb” lung disease, by which 
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Fig. |, The gross appearance of the cu 
surface of both lungs is illustrated. The 
cystic areas are scattered diffusely 
throughout the parenchyma of the lung;, 


I mean a very extensive cystic dis 
ease of the lungs involving all lobes 
I would guess, on a statistical basis 
that this was most likely congenital 
in origin. I think the points that 
Dr. Bercu has madz2 in favor of thi: 
being a secondary variety are of im: 
portance. If it is secondary, we 
would have to consider two main 
possibilities, one a xanthomatosis or 
histiocytic type of disorder, or pos 
sibly, anomalous pulmonary arteries 
as the underlying disease proces. 
The patient certainly had multiple 
pulmonary infections, cor pulmonale, 
severe cardiac decompensation, and 
secondary polycythemia. Dr. David 
Edwards will present the pathologic 
findings. 


Pathological summary 


Dr. David Edwards: After his 
death, the thorax of this wasted 
young man was opened under water 
and air bubbled through it. After 
the sternum was removed, it was 
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Jear that the air came trom a cyst 
hich was one of many in the sub- 
Jleural areas. The pleural cavities 
rere completely obliterated by 
brous adhesions. The lungs were 
ompietely riddled by many cystic 
preas that measured nearly 2 cm. in 
Hiameter (Fig. 1). Some cysts were 
elatively thin-walled and_ others, 
ften confluent, were thick-walled 
pnd fibrous. 

Although most of the cysts con- 
ained air, a few were filled with 
lear fluid. 

Communications between bronchi 
and cysts were present in a number 
ff cases. Intervening parenchyma 
appeared relatively normal. Many 
pulmonary arteries were sclerotic 
and their small branches frequently 
were occluded by minute thrombi. 
Adherent thrombi were also found 
in the veins of the legs and around 
the prostate. 

The heart weighed 480 grams, 
and the hypertrophy had affected the 
valls of the right ventricle (7 mm. 
in thickness), and the right atrium 
ras dilated. 

There was 350 cc. of fluid in the 
peritoneal cavity. 

The firm liver weighed 1650 grams, 
and cut with difficulty revealing an 
abnormally prominent lobular paf- 
tern characterized by red central 
areas often confluent. In addition, 
several small cysts (144 to 2 cm. in 
diameter) were found in the left 
lobe and one to two in the right. 
They were filled with inspissated 
bile. 
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The spleen (300 grams) was large, 
firm and dark red. It was scarred 
by several small infarcts of recent 
origin. The kidneys were large (350 
grams each), firm and pale. The 
cortex of the right was mottled by 
red and yellow areas, indicative of 
acute pyelonephritis. The pelves 
were rough, thickened and ecchy- 
motic. The bladder mucosa was red 
and swollen. Linear erosions were 
found on the lining of the esopha- 
gus. The remainder of the bowel 
was congested. The thyroid was 
small (6 grams compared to a nor- 
mal of 25 to 30 grams). The cut 
surface was firm and white and was 
mottled by a few soft, amber nod- 
ules. Small infarcts were found 
throughout the white matter of the 
frontal, parietal, right occipital 
lobes and the hippocampal gyri. The 
infarcts were represented by small 
clefts (1mm. long) surrounded by 
brown discoloration. Similar areas 
were found in the posterior columns 
of the cervical and thoracic portions 
of the spinal cord. In the cultures 
of heart’s blood, a paracolon bacillus 
was identified. 

Dr. Lacy: The central finding in 
this case was the diffuse involvement 
of the lung by thick-walled and thin- 
walled cysts. The walls of the larger 
cysts were thick and were composed 
of dense fibrous connective tissue 
with foci of lymphocytic infiltration. 
Smooth muscle fibres were observed 
in the walls of some of the large 
cysts (Fig. 2). 

Figure 3 shows a large cyst lined 
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Figs. 2-5. These photomicrographs illustrate the different types of cystic areas preser 
in the lung. All of the sections were stained with hematoxylin and eosin except figu: 
“ 3, which was stained with the periodic acid Schiff stain. Smooth muscle fibres, Fig, 1 


(above, left) approximately 88X, and a low cuboidal epithelial lining, Fig. 3 (above van 

F right) approximately 220 X, were present in some of the large, thick-walled cys oes 
Fig. 4 (below, left) shows a thin-walled cyst partially surrounding a bronchidmm °° “ 
(approximately 35 X). Fig. 5 (below, right) illustrates a focus of interstitial emphyge °Pt@e 
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by a low, cuboidal type of epithe- 


miliium. This section was stained with 


he periodic acid Schiff stain and a 
baserient membrane is demonstrated 
beneath the epithelium. The absence 
of a ciliated epithelium and the 
complete absence of epithelium in 
some of the large cysts was probably 
due to secondary infections of the 
cysts. The diffuse involvement of the 
lung by these large cysts, the pres- 
ence of smooth muscle in their walls 
and the presence of an epithelial 
lining indicated that these cysts were 
congenital in origin and had arisen 
from bronchi or bronchioles. 

The thin walled cysts were devoid 
of an epithelial lining, and the wall 
was composed of flattened alveolar 
septae and thin strands of connec- 
tive tissue (Fig. 4). This type of 
cyst was observed occasionally as a 
continuation of the thick wall of a 
large cyst. 

These cysts probably arose as a 
result of expansion of the large cysts 
either by rupture of the wall of the 
latter or by distortion of the course 
of some of the surrounding bronchi. 

Cystic spaces in the connective 
tissue septae of the lung were ob- 
served as shown in Fig. 5. These areas 
were foci of interstitial emphysema. 

Several retention cysts were pres- 
ent in the liver. These cysts con- 
tained inspissated bile and were 
lined by columnar epithelium (Fig. 
6). The walls were composed of 
dense fibrous connective tissue. Since 
these cysts were multiple, it is prob- 
able that they were congenital in 
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origin also. The kidneys and pan- 
creas did not contain cysts. 
There was marked chronic pas- 


sive congestion of the liver with 


atrophy of the hepatic cells around 
the central vein and fibrosis. 

Multiple gross and microscopic 
infarcts were observed in the brain. 
The etiology of these infarcts was 
undoubtedly related to the secondary 
polycythemia resulting in the for- 
mation of thrombi in the vessels of 
the brain and to the hypoxia that 
was present in this case. Evidence 
for this is shown in Figure 7, where 
recent thrombi in the capillaries of 
the spinal cord are shown. 

In summary, the basic pathology 
in this case was a congenital cystic 
disease of the lung. It is my impres- 
sion that these cystic areas were 
secondarily infected resulting in the 
expansion of these cysts and the 
formation of additional thin-walled 
cysts and interstitial emphysema. 
The replacement of normal lung 
parenchyma by these cysts resulted 
in the production of a secondary 
polycythemia. The sequelae of the 
increased pulmonary resistance to 
the flow of blood was right ventricu- 
lar hypertrophy and congestive heart 
failure. 

Dr. Reinhard: Dr. Lacy, I take it 
from what you have said, then, that 
you feel that this patient did have 
marked progression during the last 
few years of his life with an in- 
crease in the size and number of the 
cysts and this progression was re- 
lated to infection. 
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Fig. 6. A retention cyst of the liver is illustrated with inspissated bile in its lumen and 
a columnar type of epithelium lining the wall of the cyst. Hematoxylin and eosin 
stain. (Approximately 88 X.). Fig. 7. Recent thrombi are illustrated in the capillaries 
of the spinal cord. Hematoxylin and eosin stain. (Approximately 190 X.). 


Dr. Lacy: Yes, I believe that the 
underlying pathology was a con- 
genital cystic disease of the lung 
and that the progression of this dis- 
ease was related to the secondary 
infection. 


Anatomical diagnoses 
PRIMARY 
Congenital cystic disease of the 
lung. 
Interstitial emphysema. 
Cysts of the intrahepatic biliary 
tree, focal, (5) with inspissated bile. 
Fibrous pleural adhesions with 
obliteration of the pleural cavities. 
Arteriosclerosis of the pulmonary 
arteries, slight. 
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Hypertrophy and dilatation of the 
heart (480 grams), principally of 
the right ventricle and atrium. 

Chronic passive congestion of the 
liver with centrilobular fibrosis and 
of the spleen, small and large intes- 
tine, pancreas and testes. 

Edema of the lower extremities. 
marked. 

Hydropericardium (150 cc). 

Ascities (350 cc). 

Infarcts, healing, of the spleen. 

Old infarcts (small) in the fron- 
tal, parietal and occipital white mat- 
ter and in the hippocampus. 

Thrombi in capillaries in the cer 
vical cord. 

Thrombi recent and organizing in 
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smal! pulmonary arteries, peripro- 


Mustatic, perivesical and posterior tibial 


eins. 

Pyelectasis, slight. 

Focal acute pyelonephritis, right. 

Acute pyelitis, hemmorrhagic cys- 
titis and prostatitis. 

Petechiae and ecchymoses of the 
skin of the trunk and of the rectum 
land cecum and epicardium. 

Erosions of the esophagus. 

Decubitus ulcers of the buttocks, 
and over the left scapula and right 
greater trochanter. 


Acute arteritis of a small artery 
of the adrenal. 


Healed surgical incision in the 
left antecubital space (history of 
right heart catheterization). 


Pediatric Fellowships 
THe American Acapemy of Pedi- 
atrics will grant twelve or more fellow- 
ships to pediatric residents for the fiscal 
year 1957-1958. These will be available 
for periods of six months to one year, 
and have been created to enable young 
physicians in the U. S. and Canada 
to complete their pediatric training. 
Fellowships carry stipends of $500 
to $1,000. Members of the Committee on 
Residency Fellowships of the American 
Academy of Pediatrics will supervise 
the granting of awards. 
Applications must be received prior 
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ACCESSORY 


Serous atrophy of epicardial fat 
of the right ventricle. 

Fenestration of aortic and pul- 
monic valve cusps. 

Intimal proliferation of the coro- 
nary artery, slight. 

Double ostium of the right coro- 
nary artery. 

Uric acid infarcts of the renal 
pyramids. 

Acne vulgaris of the face. 

Striae abdomenales. 

Intradermal nevi with focal hirsu- 
tism of the right shoulder and left 
knee. 

Intradermal nevus of the scalp 
and of the skin of the back. 

Atrophy and fibrosis of the thy- 
roid (I'*! therapy). 


to March 1, 1957. In addition to the ap- 
plicant’s letter indicating his intention 
to enter private pediatric practice, a 
letter from his chief of service should 
accompany the request stating that the 
applicant will have satisfactorily com- 
pleted one year of credited pediatric 
training by July 1, 1957, and that finan- 
cial assistance is needed. Consideration 
will be given to geographic spread of 
appointments, so that all sections of the 
country will be represented. Address 
inquiries to the Academy: 1801 Hinman 
Avenue, Evanston, Illinois. 
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when agitation 
must be controlled... 


SPariNE offers dramatic tranquilizing action. In your 
practice, it is a means to simplify difficult man- 
agement—to bring acute agitation under prompt control. 
SPARINE is well tolerated on intravenous, intramuscular, 

or oral administration. Toxicity is minimal—no case 

of liver damage has been reported. Parenteral use offers 
(1) minimal injection pain; (2) no tissue necrosis 

at the injection site; (3) potency of 50 mg. per cc.; 

(4) no need for reconstitution before injection. 

Professional literature available upon request. 
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Investing 


For 
The Resident 


After you’ve made your decision as to what particular 
securities you are going to buy, you face one more impor- 
tant question: “When?’’ Here is a discussion of this 
problem of timing your investment purchases, and a de- 
scription of various plans designed to minimize the effects 


of faulty timing. 


L. our previous articles we stressed 
the importance of translating your 
individual investment requirements 
into an objective such as safety, in- 
come, or growth, of your capital 
fund. We considered the three gen- 
eral classes of securities — bonds, 
preferred stocks, and common stocks 
—pointing out the particular invést- 
ment qualities of each. 

Up to now, however, we’ve been 
primarily concerned with what to 
buy. The final question you will 
need to answer before actually buy- 
ing securities to build your invest- 
ment portfolio is simply: “When do 
I buy ... and sell?” 
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“When,” refers to timing. And the 
timing of your purchases and sales 
has aptly been described as being 
“the very heart of investment man- 
agement.” The most venturesome 
speculator understands it. The most 
conservative bond-buyer must con- 
sider it. 


Timing by analysis 

There are two general methods 
used by informed investors in timing 
their purchases and sales. The first 
method might be called analytical or 
rational —the investor decides on 
the basis of available facts that, 
“Now is the time.” This is by far 
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the most common timing method. It 
is used with considerable success by 
many and eminent failure by others. 

The method is flexible. The in- 
yestor may consult many sources of 
information or none. 

As an investor he may carefully 
weigh hundreds of facts over a pe- 
riod of months before acting. 

Or as a trader, he may sit quietly 
in the boardroom of a brokerage 
office, eyes on the quotations being 
flashed from the floor of the New 
York Stock Exchange. Suddenly, 
mind made up, he may stand, hurry 
a few steps to the desk of his ac- 
count executive and say: “Buy 100 
GM at the market.” Having pur- 
chased 100 shares of General Mo- 
tors he might sell it right back with- 
in the half hour as suddenly and 
with as little “analysis” as a half 
hour allows. 


Stock broker 


Using the analytical method, your 
purchases and sales often are made 
directly through a stock brokerage 
firm. You pay a standard commis- 
sion for this service. 

You may buy in round-lots (100 
shares for most stocks) thereby low- 
ering your per-share commission 
costs. Or, you may buy in odd-lots, 
from 1 share to 99 shares. 

Incidentally, this type of cash ac- 


count with a brokerage firm is as 
simple to open as a savings account 
at your local bank. Certain standard 
credit informatior is generally re- 
quired and that’s all. At your re- 
quest, most brokers will hold your 
securities in a vault until you wish 
to have them. Monthly statements 
will keep you up to date on your 
current holdings and remind you of 
any changes you may have effected 
in your portfolio during the month. 
Usually, no extra charges are made 
for these services. 


Formula timing 

The second method of timing your 
purchases and sales is often called 
formula investment. 

There are literally so many for- 
mulas that it would be impossible to 
fully describe them in a single book 
much less a brief article. There are, 
however, two distinct types of for- 
mulas which can be described here. 

The first is a formula by which 
the investor keeps a particular bal- 
ance in his portfolio between stocks 
and bonds. For example, he may 
elect to keep half his total invest- 
ment in bonds, half in stocks. Thus, 
he may decide that at any time his 
stock value rises to 65% of his total 
portfolio value, he will sell stocks 
and buy bonds. And, if he finds his 
stock value decreases to 35% of his 


Prepared especially for ResioeNT Puysictan from material pro- 
vided by Merrill Lynch, Pierce, Fenner & Beane, Underwriters and 
Distributors of Investment Securities, Brokers in Securities and 


Commodities. 
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total portfolio value, he would buy 
stocks and sell bonds until he had 
re-established the 50-50 relationship. 
This formula, of course, can be 
adapted to any percentage arrange- 
ment desired by the investor. 

Theoretically, the investor in- 
creases his holdings of volatile com- 
mon stocks when his “mechanical 
indicator” tells him that a deflation 
has already taken place and that a 
rising price period may be in the 
offing. 

This simple explanation makes 
this formula appear just about per- 
fect. This, of course, is not the con- 
clusion that should be drawn. The 
market, having taken your stock 
prices down to 35% of your total 
portfolio—might continue down im- 
mediately after you buy more com- 
mon stocks. Even more heartbreak- 
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ing for the investor is to sell com- 
mon stock at the 65% level of his 
portfolio and then stand by watch- 
ing the market continue to rise for 
months and months after the stock 
money has been put into bonds. 


Averages 


Another type of formula is to take 
your total investment capital and in- 
vest it at various levels of a market 
average, such as the Dow-Jones aver- 
ages which are printed in many 
daily newspapers from coast to 
coast. Dow-Jones has three separate 
averages made up of daily stock 
prices of a selected group of indus- 
trial, railroad, and utility companies. 

If you were to use the Dow-Jones 
industrial average as the basis of 
your investment timing, you might 
follow a plan something like this: 
If the Dow-Jones industrial average 
goes down to the 450 level, invest 
25% of your capital. If it declines 
to 430, invest another 10% and so 
forth. You can choose your own 
levels all the way down. Also, you 
may set up levels for selling your 
stocks in a similar manner. This is 
a formula type often described as 
“averaging down” and “averaging 
up.” 

Many of the large investment 
funds follow a similar system based 
on careful analysis of the market 
levels over the years. The purpose, 
of course, is to invest more money 
at the “low” market levels and sell 
the largest percentage of your stocks 
at the “high” levels. Timing is auto- 
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matic in that whenever the averages 
indicate, your purchase or sale fol- 
lows. 

All these percentage formulas (and 
there are hundreds which have been 
devised) have both virtues and vices 
that arise from the fact that they are 
mechanical. Their main virtue is 
that they protect the investor from 
being swept along in emotional 
whirlwinds. This is no small point. 

We all know that periods of de- 
pression are the times to accumulate 
property and that periods of boom 
are good times to sell. Many of us, 
however, do not have sufficient de- 
tachment to act rationally during 
these emotionally charged peaks and 
valleys. For the investor satisfied 
with conservative results, the me- 
chanical formula can often help cut 
losses, facilitate the realization of 
gains. 

There is, however, no fool-proof 
formula. 


Monthly investment plan 

One of the most practical of all 
stock-purchase plans for the accu- 
mulation of common stocks over a 
period of time is the recently ap- 
proved, pay-as-you-go plan of the 
New York Stock Exchange. This 
plan attempts to eliminate the need 
for timing decisions. The “mechani. 
cal” aspects of the plan, called MIP 
for Monthly Investment Plan, are 
simple indeed. First, you decide 
how much money you want to in- 
vest in common stocks each month 
or, if you prefer, every three months 
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(The minimum permitted is $40 a 
quarter; the maximum, $999 a 
month. You can open more than 
one plan if you desire.) 

Next you pick any of some 1,200 
stocks listed on the New York Stock 
Exchange. 

After that, you merely mail your 
monthly or quarterly check and 
your stock will be bought for you 
at the first odd-lot price after each 
payment is credited. This price is 
the same as for any non-MIP inves- 
tor buying the same amount (less 
than 100 shares) at a time. 
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Reinvested Dividends 


Other than the exclusive feature 
of the Monthly Investment Plan 
which permits you to own parts of 
shares of American corporations, 
there is one other highly valuable 
option avialable to the MIP in- 
vestor. You may choose to accept 
all dividends in cash—or you may 
allows these dividends, regardless 
of their dollar amount, to be in- 
vested for you immediately in 
further purchases of the company’s 
stock. The latter choice gives you 
an opportunity to compound your 
investment automatically, a pro- 
cedure which is not possible in any 
other direct stock purchase plan. 


Ownership 


The investor owns outright all 
shares and part shares his payment 
covers. And, he receives part divi- 
dends on the part shares as well as 
full dividends on full shares. 

You buy stock with every pur- 
chase, regardless of the price per 
share of the stock. MIP makes it 
possible for the first time to fully 
invest a given dollar amount in a 
specific security on a regular basis. 

The. investor in MIP puts his dol- 
lars to maximum use with each pay- 
ment. He needn’t wait to accumu- 
late an even price for a full share or 


either a r 


The information set forth herein was obtained from sources which we believe 
reliable, but we do not guarantee its accuracy. Neither the information, nor any 


number of shares. He buys by the 
dollar’s worth, gets full as well «s 
part shares in the corporation he 
selects. 

The key purpose of the plan is 
to enable would-be investors to ac- 
quire stock holdings through regular 
payments. In addition, there is no 
obligation to continue your pur- 
chases. investors can drop the plan 
at any time they choose, sell out 
when they wish or even skip a 
number of payments and remain in 
good standing. 

It’s true, of course, that investors 
who accumulate funds on their own 
until they have enough for a lump 
sum, round-lot purchase, will save 
on commission costs. 

But the MIP recognizes the psycho- 
logical factor which makes it diffi- 
cult for most of us to save regularly 
for some worthy but distant objec- 
tive and not fall prey to repeated 
temptations en route. In fact, sup- 
ported by monthly reminders sent 
out by brokerage firms sponsoring 
the MIP, many investors declare it 
helps “force” them to invest on a 
consistent basis. 


Dollar averaging 
Perhaps the most beneficial ele- 
ment of the MIP deals with our 
problem of “timing.” 
As J. P. Morgan once said: “The 
only safe prediction is that the mar- 
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kei will fluctuate.” Thus, no one 
ever can know for sure whether or 
net a single purchase will prove to 
be close to a stock’s high or its low 
price for a time to come. 

But with regular purchases spread 
over the years, the steady MIP in- 
vestor averages his price. In this he 
is helped by the mathematical law 
of what is called “dollar-cost aver- 
aging,” automatically taken advan- 
tage of in the MIP. 

This simply means that as long 
as you invest the same amount of 
money each month, regardless of 
what prices the stock sells for, you 
will buy some shares when the price 
is high but more shares when the 
price drops. Though we must real- 
ize the possibility of a market drop 
is always present, dollar-cost aver- 
aging in a declining market offers 
the opportunity of buying still more 
shares at the lower prices. Provided 
the long-term, MIP investor con- 
tinues his regular monthly payments 
throughout the low-priced period, he 
will benefit by dollar-cost averaging. 

Proof of this system of regular 
dollar investment was established in 
a recent study which showed that 
investors who bought typical stocks 
in 1929 and continued to ‘buy faith- 
fully through the market dips of the 
30’s and 40’s, now have holdings 
worth about ten times the total dol- 
lars invested. 


Popularity 
As this is written, the MIP is 
enjoying the greatest surge of popu- 
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larity since the early months fol- 
lowing its inception in 1954. The 
New York Stock Exchange reports 
new MIPs are being started at a 
rate of 160 a day. Part of this 
growth is due to the tremendous 
amount of publicity given the plan, 
part stems from the word of mouth 
recommendation of MIP investors to 
their friends, and part lies in the 
fact that we have enjoyed a period 
of economic prosperity, with the 
rising stock market on the front 
pages time and time again. 

However, one other factor plays 
a big part in MIP growth. The plan 
is simple. This is possibly its great- 
est asset to most investors who find 
the seeming complexities of stocks 
and bonds just a little too much to 
cope with. 

For your information, figures show 
the average monthly plan payment 
to be about $60; those on a quar- 
terly payment basis invest $80 a 
quarter or $25 to $30 a month. 
Other facts show the total invested 
through the plan exceeds $45 million 
which went for ownership of 1,140,- 
000 shares of various U.S. com- 
panies. 

The most popular stocks? General 
Electric, General Motors, Dow Chemi- 
cal, Standard Oil of New Jersey, 
and Radio Corporation of America. 


Long term 

The inevitability of market fluc- 
tuations points up the fact that MIP 
participants must accept some risks 
—like any investor, or any human. 
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Thus, MIP is not suited for every- 
one. Any participant should have at 
least some emergency reserves such 
as bank deposits and insurance. 
Furthermore, MIP is definitely not a 
get-rich-quick scheme. Nor is it de- 
signed for frequent trading activity. 
It is frankly intended for people 
who wish to acquire stock, by peri- 
odic purchases, for long-term in- 
vestment — though of course they 
can always sell out in case of emer- 
gency or change of plan. 

Since the plan is tailored for such 
objectives, it is natural that stocks 
to be bought under MIP should fit 
into this general pattern. Thus, the 
wise MIP investor should pick 
stocks suited for long-term invest- 
ment; a well-managed company in 
an industry with good growth out- 
look which, regardless of any tem- 
porary vicissitudes, should in all 
probability be in a still better spot 
a decade or so hence. 

Lucky for MIP, there is no dearth 
of such companies in America. 

Here are the names of a few lead- 
ers whose names you will easily rec- 
ognize. There are many other, of 
course. 

Aluminum Co. of Goodyear 


America Gulf Oil 
American Can Int'l Nickel 
American Tele- National Biscuit 

phone Radio Corp. of 


Atchison, Topeka America 
& Santa Fe R.R. Scott Paper 


Carrier Corp. Sears, Roebuck 
Dow Chemical Standard Oil 
Du Pont (N. J.) 
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Eastman Kodak Union Carbide & 

General Electric Carbon 

General Motors Westinghouse 
Elec. 

It can readily be seen that one of 
the purposes of a formula or plan 
for investment is to lessen the pos- 
sibility of errors you might make 
because of timing; a plain attempt 
to make this timing business as 
nearly automatic as possible. 


Investment trusts 
In the main, investment trust 


companies, including mutual fund 


companies, are organized as corpo- 
rations with the sole purpose of 
investing their capital fund, just as 
the name would imply. They own 
no plant or equipment; nearly all 
assets are in cash or 

securities of other cor- 

porations. 


When you buy shares in an in- 
vestment trust, you do not directly 
own the securities of corporations 
in which your trust company has in- 
vested. Your profits are derived 
from interest, dividends, and capital 
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Why Bother? 


Are you ready to invest now? Prob- 
ably not. Few residents are. Theri 
why should you bother about learn- 
ing how to invest? The answer, we 
believe, is simply this: A number 
of surveys conducted by universi- 
ties, public opinion pollsters and 
financial institutions have shown 
pretty conclusively that most Amer- 
icans financially able to invest in 
American corporations do not do so 
because they don’t understand the 
“mechanics of investing” or are 
“suspicious of the stock market and 
Wall Street.” 

Many physicians are among this 
group. 

Unfortunate? We think so— 
especially since the “mechanics” 
are not mysterious or even com- 
plicated, and most “suspicions” 
concerning stocks and bonds are 
based on misunderstandings which 
a few facts could easily set right. 

So right now, before the pressure 
of a beginning practice demands 
all your time and attention for a 
number of busy years to come, we 
think it’s important that you know 
what investments are all about, 
what stocks and bonds are, and the 
possible risks and rewards which go 
along with ownership of corporate 
securities. 

Here, then, are some concise, 
up-to-date, important facts on basic 
investment terminology, principles 
and procedures. 

Why bother? Because here are 
the investing essentials you'll be 
looking for soon— much sooner 
than you may think. 
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gains from your trust’s investments 
in securities of other corporations. 

Investment trusts, and there are 
hundreds of them, vary considerably 
in legal organization, ability of 
management, and in the kind and 
quality of the securities they own. 

The administration of an invest- 
ment trust company is concerned 
with the management of the com- 
pany’s capital fund. This fund is 
often invested in securities of many 
corporations in many different in- 
dustries. Some investment trusts con- 
centrate their holdings in one par- 
ticular industry such as Airlines, 
Chemicals, or Railroads; holding a 
number of shares of many com- 
panies within the industry. 


Closed-end 


There are two classes of “man- 
aged” trusts deserving special com- 
ment. The closed-end trust may have 
a senior stock, and bonds. All have 
common stock of a set or “closed” 
number of shares. These common 
shares are traded either on organized 
exchanges or over-the-counter just 
as are securities of industrial cor- 
porations. The price you pay for 
each closed-end trust share is the 
public market price just as you pay 
for General Motors or General Elec- 
tric stock. 


Open-end 

The capital of the mutual fund 
or open-end trust, however, consists 
solely of money paid in by investors 
buying shares of the trust. Thus, 
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mutual fund capital will vary day- 
to-day as investors buy or redeem 
their shares. Seldom are there other 
capital funds involved. Not traded 
on a public market, shares of the 
open-end trust are purchased by the 
investor or his broker directly from 
the trust. The price paid is usually 
equal to the per share asset value 
of the trust at the time he buys. But, 
the open-end trust buyer usually 
pays a “loading charge” of from 
five to nine per cent of his invest- 
ment. In addition, an average ol 
more than 10% of gross income is, 
each year, taken up by expenses. 
When the investor wishes to sell 
his trust shares, he sells it to the 
trust for its approximate asset value 
which may be more or less than 
he paid. 

Some mutual funds are “defen- 
sive.” In these, investments are 
limited to high grade bonds or bonds 
plus preferred stock. Some funds 
are designed for income, some for 
capital appreciation or growth. One 
type is termed a “balanced fund.” 
Here, the fund owns bonds, pre- 
ferred stock, common stock and 
some cash. The proportional share 
of each is changed according to-the 
management’s views of the outlook 
for business. Another group of mu- 
tual funds holds strictly to common 
stock investment. Certain mutual 
funds offer the advantage of regular 
purchase of fund shares similar to 
the MIP monthly payment. A few 
plans offer an opportunity for auto- 
matic reinvestment of dividends. 


The dividends, incidentally, are not 
paid to the mutual fund owner as 
declared by the various companies 
whose shares are owned by the fund, 
but are lumped together and paid 
to the mutual fund shareholder 
when the fund itself declares a divi- 
dend. The fund dividend reflects a 
dimunition as a result of fund costs, 
No loading charge is found in the 
closed-end trusts. They do, however, 
have expenses similar to the mutual 
funds which eat into stockholder net 
profits to a substantial degree. 


When you buy an investment trust. 
whether it is closed-end or mutual 
fund, you are buying management. 
And, as we’ve pointed out earlier, 
since management is one of the most 
difficult qualities to assess in your 
analysis of any company’s value, you 
must exercise extreme care in se- 
lecting an investment trust. 

The professional investment ad- 
vice which you pay for in both types 
of trusts has not always produced 
superior investment results. By this 
we mean that your own “manage- 
ment” of a carefully-selected list of 
stocks traded on the New York Stock 
Exchange might well lead you to far 
greater profits than many of the 
trusts would afford. 

There are many points both for 
and against individual investment 
trust companies which we cannot 
adequately cover in a brief article. 
But a careful comparison of the rec- 
ords of a number of the better- 
known trusts will show a consider- 
able variance in performance. 
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Equipping the 


Betore considering the equipment 
needed in the practice of psychiatry, 
the resident would do well to keep 
in mind a few facts which find gen- 
eral agreement among the experi- 
enced psychiatrists queried in con- 
nection with this article. 

First, the office should be as un- 
like a business office as it’s possible 
to make it. 

The busy clerical-type organiza- 
tion of the average business estab- 
lishment is an unnecessary barrier to 
patient relaxation. Filing cabinets, 
typewriters, metal office furniture, 
even a telephone or inter-office com- 
munication box should not be in 
evidence either in the waiting room 
or consultation room. 

And just as the office should avoid 
this stripped-for-action appearance, 
it would be equally unsuitable to re- 
flect a clinical atmosphere where the 
patient is forcefully reminded by 
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Psychiatrist’s Office 


The cost need not be excessive. A large waiting 
room is an unnecessary luxury. But the important 
requirement of a relaxed atmosphere and decor 
should be your guide in choosing the location and 
planning the layout of the psychiatry office. 


Ninth of a series 
on various specialties 


an obvious display of professional 
equipment that he is in for a tense 
session of scientific scrutiny by a 
brain engineer. 

Such things as a tape recorder, 
dictating machine, medical school 
and residency certificates, and most 
importantly, shock equipment and 
neurology instruments should not be 
displayed in waiting or consultation 
rooms. The treatment room is the 
proper place for the latter equip- 
ment. 


Stuffy 


The foregoing does not imply that 
the psychiatrist’s waiting room or 
consulting room should take on the 
stuffy decor of an 18th Century draw- 
ing room or an Elizabethan lounge. 
Ornate furnishings and over-plush 
appointments present an overpower- 
ing decor to the average patient; 
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ust as the too-modern, completely 
unciional, design of much contem- 
porary office furniture used in some 
usiness offices creates a harsh and 
ncompromising aspect to the dis- 
urbed individual. 


fort 


Thus, in psychiatry, the impor- 
ant consideration in the selection of 
urnishings for the office should be 
o promote the comfort and relaxa- 
ion of the patient through some- 
homelike surroundings. 

How to do this? According to 
psychiatrists responding in the Rest- 
DENT PHYSICIAN survey, keep in 
ind the atmosphere of the average 
iving room. That is, furniture can 
be modern, provincial, colonial or 
ractically any period style (if you 
an afford it) just so long as the 
eneral arrangement is in good 
aste—not jarring to the senses with 
odd color combinations or offbeat 
ecorative effects. 

“Neither too gay nor to gray,” 
comments one psychiatrist. 


“The true measure of tasteful se- 
lection and arrangement of furni- 
ture,” advises another, “is when no 
single piece stands out from all the 
rest — everything should get along 
with everything else. That way, it’s 
restful.” 


Rapport 


Another psychiatrist puts it this 
way: “When you get rich and earn 
a high reputation in the process, 
then you can put on a show. By 
that time, some of your patients will 
be coming to you expecting to be im- 
pressed with your office. You can’t 
afford to disappoint them. But start- 
ing out, you can’t afford to offend or 
irritate them either because any 
continuing source of irritation, how- 
ever minor, plays hell with the rap- 
port.” 


Privacy 


A second factor of importance 
concerns the location of the office 
itself. It should be kept in mind 
that the patient very often desires 


psychiatry. 


What equipment is needed by the psychiatrist who is completing his 
residency and preparing to open an office? 

RESIDENT PHYSICIAN recently put this question before a number of 
practicing psychiatrists. Cautioned to keep in mind that cost was an im- 


portant factor for the man starting out, many respondents described some 
of the costly mistakes they had made when equipping their offices. 

Based on their experience, this article is presented as a general guide for 
those residents who will soon be equipping offices for the practice of 
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that his comings and goings be con- 
ducted in privacy, away from the 
public eye. This sensitive considera- 
tion cannot be ignored by the be- 
ginning psychiatrist, according to 
the panel of responding psychiatrists. 

In this same connection, it is wise 
to have an arrangement whereby the 
patient may leave the office without 
going through the waiting room. Big 
city or small community, the need 
for these special considerations is 
the same. 


Waiting room 

The psychiatrist’s waiting room 
need not be large. The average 
waiting room, according to our sur- 
vey, allowed for four occupants. 
Again, the decor of the room should 
be similar to a living room in a 
small home. Here’s where the doc- 
tor’s wife can help a lot. 

Most psychiatrists suggested draw- 
drapes and carpeting. These pro- 
mote a quiet atmosphere. 

Furniture needn’t be costly to be 
attractive. With a little shopping, 
suitable chairs can be purchased 
from $60 to $150 each. The average 
waiting room contained two or three 
chairs and a couch. A couch can be 
bought new for from $200 to $350. 


Carpeting 

All agreed that carpeting (not 
linoleum, tiles, etc.) was necessary 
. .. if not throughout the office, at 
least in the waiting room and con- 
sultation room. Carpeting certainly 
adds dignity to any room. This, plus 
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the quieting effect, makes carpeting 
well worth its greater expense as 
compared to other types of floor 
covering. 


Carpet cost, of course, depends 
pretty much on the size of the room 
and the quality of the carpet. A 
neutral shade (easier to keep clean) 
of good quality wool or blended fiber 
would run from $8 to $13 a square 
yard or about $125 for a 9x12 room 
covered wall to wall. Since the aver. 
age waiting room of the psychiatrists 
surveyed is larger than this, the 
average carpet cost, plus under-pad, 
ran to $220 among those polled. 

Drapes can be expensive or inex- 
pensive, depending on the material, 
labor and number of windows. An 
easy rule is an average of $60 per 
window, installed. 


Tables, lamps 

Two or three small tables are im- 
portant since they serve the triple 
function of providing a base for 
table lamps, a resting place for 
magazines, and a location for ash 
trays. Incidentally, never mind about 
the cute little ash trays suitable for 
a woman’s bridge party. Get the 
man-sized jobs that'll keep cigarettes 
from ruining your brand new tables 
and carpet. Tables need not be ex- 
pensive. Well-designed wooden tables 
can be purchased from $25-$45 each. 

Table lamps add warmth to the 
room and can be purchased for 
under $40 each. Most psychiatrists 
expressed a preference for the table 
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lamp over wall fixtures or floor 
lamps. More intimate, and unclut- 
tered floor space were two reasons. 


Consultation room 


The consultation room of the 
psychiatrist is the most important 
room in his office. Here is where 
the bulk of the practice time is 
spent. It should be dignified, yet 
relaxing. As mentioned, carpeting 
is strongly suggested here as in the 
waiting room. 

A desk, of course, is needed. The 
price of the desk will depend upon 
the style, size, and the material. In 
general, the average price paid for a 
desk, according to our survey, was 
$150. But, this figure varied from 
$50 all the way to $500. One point: 
the desk should be large enough, 
contain enough drawer space for 
many items the psychiatrist will 
want at his fingertips. 

Even more important perhaps, than 
a desk, are the chairs for patients 
and for the physician. Your chair 
should be picked primarily for your 
comfort. It will be your best friend 
and will be near you for many years. 
Try before you buy. Good chairs 
can be expensive. According to-psy- 
chiatrists, the chair they thought 
best, in some cases, cost as much as 
$250. 

In choosing a desk lamp, care 
should be given that the light is 
reflected downward, not into the 
patient’s eyes. A good desk lamp 
can cost anywhere from $25 to $50. 

A bookcase may be a good idea 
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in the consultation room. A bookcase 
is colorful, adds to the patient's 
confidence in the doctor. Bookcases 
can be purchased as a unit. The 
price quoted may be $75 or $100, 
Bookcases can also be custom built 
to fit odd-sized wall areas. 


Couch 


The couch, of course, is an im. 
portant piece of furniture in the 
psychiatrist’s consultation room, 
There are many types seen in va- 
rious offices, but in general they are 
all basically a comfortable couch 
with a headrest arrangement, either 
built in, or a pillow type arrange. 
ment. The material is usually leather 
or plastic; this is not only attractive 
but also easily maintained. The cost 
of such a couch is from a minimum 
of $150 on up, depending on mate- 
rial and design. 


Recording device 


Many psychiatrists surveyed ad- 
vised some sort of recording device 
in their consultation room, either for 
keeping records or for therapy. These 
machines are not expensive; a com- 
petent one will cost anywhere from 
$100 to $200. Tape was considered 
superior to wire by all responding 
psychiatrists. 


Many psychiatrists have an ex- 
amining room or treatment room. 
This room serves two purposes. The 
first is that many psychiatrists com- 
bine a psychiatry practice with neu- 
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rology and require a table for ex- 
aminations. Others prefer a second 
room for electro-shock therapy per- 
mitting the patient to remain for a 
period after the “shock” without 
tying up the consultation room. A 
_second room is not imperative, how- 
ever, because many psychiatrists dis- 
pense shock treatment on the couch 
in the consultation room. 

The examining room requires a 
basic table. A good examining table 
can be purchased new for from $250 
to $800. The difference in price de- 
pends upon the type of materials, 
decorations, and extra features pro- 
vided. Some psychiatrists, at the 
beginning, purchase an examining 
table second hand. 

A second hand examining table 
in good condition usually can be 
purchased for under $100 and an 
adequate refinishing can be done for 
$25 to $30. 

A treatment cabinet and a treat- 
ment stand may not be necessary 
right away. Perhaps money could be 
saved by using wall shelves or built 
in cabinets to serve the same pur- 
pose. 

Examining lamps vary from as 
little as $15 to as much as $260 and 
more; the difference depending upon 
the source of light, type of illumina- 
tion, and size. 

Some psychiatrists prefer giving 
“shock” on a bed rather than on an 
examining table or a couch. Such 
a bed can be bought for under $75. 

The electric shock machine should 
be purchased new, most psychiat- 


rists advised, since it is an electrical 
apparatus. 

The cost varies with the type of 
machine, but 70% of the men sur. 
veyed spent less than $250. 

A small sterilizer and a fey 
syringes are needed for the office, 
The total cost of the sterilizer, sy. 
inges and drugs needed will prob 
ably be under $75. 


Expense 


The editors have attempted to 
give psychiatrist readers an overall 
view of the cost of outfitting the be. 
ginning office in psychiatry. Mam 
items are omitted. Many offices can 
be (and are) much more elabo- 
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rately equipped. Also, special con- pon 
sideration was given to price. os ante 
We asked each member of the JBtientom 


survey group to give an approxi- 
mate figure for the cost of outfitting 
his original office. The figure was 


Every) 
man, et 


to be complete, including any items §heir st 
such as typewriters, nurse’s desk, Bclinical 
nurse’s chair, filing cabinet, et. Bconfirn 
some of which you may not need. tages ¢ 
Some 20% of our group outfitted For ini 
their offices for under $1500. More tenane 
than half spent $2000 to $3000 on be the 
their initial office equipment. Thirty signifi 
percent stated that their offices cost 
more than $3000. Patients 
Remember, prices have increased 


since the psychiatrists surveyed en- 
tered practice. Therefore, a rough 
estimate would indicate that the 
average office for the practice of 
psychiatry can be equipped for ap- 
proximately $2500-$2600. 
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“a (OOD PRESENT DAY ALL-PURPOSE DIGITALIS...GITALIGIN 
.. A “REPARATION WHICH HAS A WIDER MARGIN OF SAFETY...''* 
VISUAL HEART CLINIC—ONE OF A SERIES 


RHEUMATIC HEART DISEASE + MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION—Postero-anterior examination—moderate heart 
enlargement—right ventricular enlargement—prominence of pulmonary artery segment. 
Taken from White Laboratories’ Technical Exhibit, American Medical Association 105th Annual Meeting, Chicago, June 11-15, 1956. 


Every year since 1950 when Batter- ‘ Widest safety margin of any 
man, et al. published the results of currently available digitalis gly- 
their study of 230 cardiac patients,  coside (average therapeutic dose 
clinical evidence has repeatedly only 1/3 the toxic dose; in con- 
confirmed the therapeutic advan- _ trast, therapeutic doses of other 
tages of GITALIGIN. preparations are approximately 


For initial digitalization and main- 2/8 toxie dose) 

tenance, GITALIGIN has proved to (2) Uniform clinical potency — 
be the “digitalis of choice” for these (3) Moderate rate of dissipation 
significant reasons: (4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 
0.5 mg. of GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 
TABLETS— BortLes OF 30, 100. AND 1000 DROPS— 30 CC. BOTTLES WITH DROPPER CALIBRATED 
FOR 0.05, 0.1. 0.2, 0.3, 0.4 AND 0.5 MG. 
INJECTIONS CC. AMPULS CONTAINING 2.5 MG. (0.5 MG. PER CC.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS. 


res * EHRLICH, J.C: ARIZONA MED. 12:239 (JUNE) 1955. 
White Laboratories, Inc. Kenilworth, New Jersey BIBLIOGRAPHY FURNISHED ON REQUEST 
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A resident’s income... 
his wife’s budget 


...And Baby Makes Three 


Before her first son was born, the author was a 
window display designer. Now having settled down 
to a career as mother, doctor’s wife, and “banker,”’ 
she hopes her experience and hints on financing will 
prove useful to other residents and their wives. 


Jeanette Diamond Liemer 


“H OW can you possibly afford to have a baby now?” 

This was the question I was asked over and over 
again when we were expecting our first. 

The answer quite honestly is, you can’t afford a baby. 
But then, neither can you afford your used car, your rent, 
or anything else for that matter. Not on a resident’s stipend 
anyway. 


You can, however, manage—with planning—to start your 
family while you are in residency. We did. And we're glad 
we did, too. 

Like us, perhaps you'll be surprised at the many advan- 
tages available to you as a resident couple, advantages 
which add up to sound reasons for not postponing the 
blessed event. 

Like most young marrieds, my husband and I love 
children. We looked forward to becoming parents ourselves. 
Naturally, as a resident couple, we had practically convinced 
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(Zoxazolamine,* McNeil) 


ngestic coated 


(ENTERIC) 


ROMPT RELIEF 
IN LOW BACK PAIN 


ith FLEXIN, “...17 of the 20 patients with 
ost-traumatic muscle spasm of the low back had 
cellent or good responses.”' 


AILABLE: Tablets, Engestic Coated, pink, 
50 mg., bottles of 36. 
blets, scored, yellow, 250 mg., bottles of 50. 


allace, $. L.: Zoxazolamine (Flexin) in Low 
k Disorders, to be published. 


Patent Pending 


Laboratories, Inc. 
Philadelphia 32, Pa. 
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ourselves that the economics of 


rearing offspring automatically 
meant we must wait. 
Not a burden 

However, a little investigation 


proved that contrary to the popular 
sentiment expressed by those who 
have been putting off having a baby 
(for periods of from one to twelve 
years) a baby during residency 
training is not at all burdensome. 

You may be saying, “prove it!” 
Read on. 

First of all, financial considera- 
tions, though certainly not far 
down the list of important factors 
to be weighed, are not of primary 
importance. 

To us, the number one item is 
the real joy and genuine happiness 
that a child brings to the home. 

No matter how you figure it out, 
this is one thing that can’t be meas- 
ured: in terms of a husband’s in- 
come. 


Responsibility 
Secondly, and practically, too, we 


observed that most young doctors 
just starting into private practice 
need their wives full-time support. 
In most cases, the wife serves as 
secretary, receptionist, nurse, tech- 
nician, social director, et al. 

I think it’s fairly well established 
that the young wife who has the 
responsibility of a newborn cannot 
be a full-time assistant in her hus- 
band’s practice. 

And, from the woman’s point of 
view, I can welcome the reverse sit- 
uation where my resident husband 
now has more time to help me with 
our baby. I also believe he really 
enjoys helping — certainly far more 
than he would if he were under the 
pressure of a beginning private prac- 
tice. 


Together 


Now, the weekends that he is off 
from the hospital can be devoted 
entirely to being with us. He isn’t 
called out to see a patient; we can 
enjoy this luxury of “togetherness.” 

And finally, again from a wife’s 
point of view, I can tell every resi- 


About 
The 
Author 


Jeanette Liemer met her future husband just after 
her graduation from high school and while he was 
pre-med at Cornell University. 
York University for a degree in Fine Arts, he to 
medical school at the State University of New York, 
College of Medicine. 
“after a rather long courtship, we each got a new 
7 title . .. Mrs. for me, Doctor for him.” Dr. Liemer 
‘. is now in his second year of residency in internal medicine at New York 
_, gUniversity—Post Graduate Medical Division at Bellevue Hospital. 


She went to New 


“By June, 1954,” she writes, 
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dent’s wife that a baby is wonderful 
company. Those long weekends and 
evenings my husband spends on duty 
pass much more quickly and pleas- 
antly since our son was born. There 
isn’t time to be lonely when you 
have an infant to care for. 


Obstetrician 


Having a baby is much less ex- 
pensive than you might imagine, 
especially if you take advantage of 
the many courtesies extended to a 
doctor’s family. The most impor- 
tant courtesy, of course, will come 
from your obstetrician. (And, doc- 
tor, there are not many indulgencies 
that your wife can have now, so do, 
by all means “indulge” her in the 
best medical care available.) 

Many residents and their wives 
feel a bit awkward about “bother- 
ing” a busy obstetrician and think 
they are imposing on him by ask- 
ing for his services. Actually, if 
your doctor is as wonderful as 
mine (don’t let it shake you, but 
your wife will probably have a 
crush on him by the end of the 
third month), he will be flattered 
and pleased that you want him to 
deliver your baby. 

Above all, you will receive the 
same expert attention and consid- 
eration as does the doctor’s most 
affluent patient. You can definitely 
count on that. 


Prospective father 


By the way, make sure you let 
the obstetrician be the doctor in this 
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case. Many obstetricians like to 
meet the prospective father early in 
the pregnancy; and unless you are 
a resident on OB, you probably 
don’t know everything on the sub- 
ject. You’re bound to find this 
meeting enlightening . . . even if 
you are going in for OB-GYN. 


Questions 


Your wife will surely have lots 
of questions for you to answer 
about her pregnancy. Whatever 
you do, don’t give her your copy 
of “Eastman” and let her look it up 
for herself. If she’s like me and 
has little scientific background, 
she'll find some of the abnormal 
case illustrations rather upsetting to 
say the least. (And, if she has had 
nurses’ training — she'll be anxious 
enough without your tactless con- 
tributions. ) 

Encourage her to take one of the 
prenatal or child care courses given 
in your community by the Red 
Cross, visiting nurse service or 
hospital. Her questions will be 
answered there. She’ll learn lots 
of good pointers on having a baby 
and caring for it, too. 


Hospital bill 


Now, how about the hospital bill? 

There are lots of ways to save on 
this item. Find out if your hospi- 
tal gives a professional discount to 
doctors. Many do. Then, make 
sure that the business office knows 
you're an M.D. so your bill will be 
prepared properly. If you belong 
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How 

Dr. and Mrs. 
Resident 
Manage 


income 


Resident's stipend @ $104.00 per month $1248.00 
Wife's salary during first 4 months of ome weg d 960.00 
Receipts from two published articles (medical journals) 150.00 
Cash gifts from relatives when baby was born 130.00 


Total $2488.00 
Expenses For ne 


—first year- 


‘| cotton dress @ 6.98 


| cotton suit @ 7.98 
| maternity bathing suit @ 7.98 


2 nursing bras 
| maternity garter belt borrowed 
3 other sets of maternity separates 


Hospital bill (plus Blue Cross and professional discount) 90.00 
Birth announcements and stamps 5.00 
Cigars for the boys (hardly Corona Corona's @ 2 for .25) 2.50 
Crib, including mattress repainted 
Chest, bought second hand and repainted .00 
Lead-free paint 2.00 
Carriage, gift from grandparents _ 
White enamel bath tub (hand-me-down) -- 
Sterilizer (hand-me-down) 
Nipples, bottles, caps (some were free samples 

from manufacturers) 
Feeding table 
Play pen (borrowed) 
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Their Budget 


Play pen pad 

Stroller (hand-me-down) 

Toilet training seat 

Diaper service, 3 months @ 2.25 per week 
{including professional discount) 

Complete layette: kimonos, shirts, receiving blankets, 
bunting, sweaters, etc.; all hand-me-downs 

| crib blanket, gift 

| pram blanket, gift 

4 fitted crib sheets 

4 pair waterproof baby pants (received upon request 
from manufacturers} 

Formula, vitamins, cereal for first 3 months 
(complimentary) 


Total $186.40 


Rent 

Food @ $15 per week 

Baby's expenses 

Blue Cross 

Life insurance 

Phone 

Gas and electric 

Medical Journals, etc. 
Clothing 

Recreation and entertainment 


Slush fund 
Total 
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to Blue Cross, or other hospital care 
plan, that too, will lessen your ex- 
penses. 


Food 


Baby’s food in the beginning is 
no expense at all. If your baby is 
breast fed as ours was for a while, 
you won’t even have to prepare for- 
mula. When you do need formula 
remember, some manufacturers will 
supply you with it free and by the 
case! Get in touch with the com- 
pany repersentative at your hos- 
pital (or write directly to the com- 
pany). You can also get all the 
baby cereals and vitamins you need 
just by asking. 


Letters 


There are many other items that 
can be had free of charge simply by 
writing for them. Samples of every- 
thing from nursing bottles to rubber 
pants will be sent to you if you 
contact the professional service divi- 
sions of manufacturers of baby prod- 
ucts. Letter writing used to be a 
regular evening activity for me in 
the last months of my pregnancy. 
And it paid off, handsomely. 


Diapers 

Another item that some young 
couples don’t know about is diaper 
service. It isn’t too expensive and it 
makes life a lot easier in the begin- 
ning. Here too, you can get a pro- 
fessional discount for the asking. 
Sometimes as an added sales pitch, 
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the diaper service will include free 
baby pictures of your infant or some 
other gift. 


Layette 


I think I should make mention 
here of the baby’s layette. Many 
parents, especially when they are 
expecting their first baby, tend to 
go overboard in buying clothing and 
equipment. Even if you can afford 
it, most of it really isn’t necessary, 
We bought very little indeed for our 
son. 

His sterilizer was used by two 
other residents’ babies and we have 
since passed it along to another. 
You'll find that by asking around. 
you can amass much of the equip- 
ment needed. This includes a car- 
riage, crib and play pen. 

If you can borrow something, it 
is one less expense you'll have to 
meet. Don’t feel self-conscious about 
borrowing either. Many practical 
young people do it. And most of 
those you borrow from will be glad 
to help you. 


A list 


Babies clothes are definitely out- 
grown before they are worn out. Our 
son had a wonderful layette, gath- 
ered from his five older cousins. | 
collected all the “hand-me-downs” 
before the baby came and had time 
to wash everything and note the 
items missing. Then I informed all 
would-be gift givers just what the 
baby still needed. In that way we 
avoided receiving any sterling silver 
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. results are impressive. 
This dreaded condition usual- 
ly improved in a few hours, 
and it was really striking to 
seea cyanotic baby with gasp- 
ing respirations and supra- 
sternal retraction become 
relaxed and pink in such a 
short period of time.”* 
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* neonatal asphyxia (due to inhalation of 
amniotic fluid, mucus obstruction, atelectasis) 

* croup « laryngitis + tracheobronchitis 

* pertussis » pneumonia + bronchial asthma 

emphysema «+ bronchiectasis lung abscess 

* pneumoconiosis * smoke, kerosene poisoning 

« poliomyelitis (respiratory complications) 
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forters. 


Friend 


You will probably be told that 
your wife must have help when she 
first comes home from the hospital. 
Actually, she should. It’s important 
that you plan in advance to have 
someone available. A practical nurse 
who has had experience with babies 
is best. If your budget won’t permit, 
then a relative or friend who is will- 
ing to assist and who is easy to get 
along with, can do just as well. 


Pediatrician 


In planning ahead, remember too, 
that your baby will need a “personal 
physician,” the pediatrician. Once 
again, it is a good idea for you not 
to be the doctor. Although you may 
think you are perfectly capable of 
taking care of your own child, you 
may find, as I did, that the one time 
our baby was ill and really needed 
a doctor, my husband was on duty 
at the hospital. I felt very secure in- 
deed knowing that I could call our 
pediatrician, who had attended our 
baby since birth, and have him check 
the baby. 

In addition, the pediatrician will 
give your baby monthly examina- 
tions, keep a record of his develop- 
ment and give the necessary injec- 
tions and shots. 

Saying ‘Thank you’ to your ob- 
stetrician, your pediatrician, or any 
other doctor who treats your family, 
is sometimes difficult. A sincere note 
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teething rings or satin-quilted com- 


expressing your feelings is surely 
what the doctor would appreciate 
most, We sent a small personal gif 
too, although we could never think 
of anything that would really ey. 
press our gratitude to the doctors 
who have treated us. But they under. 
stand that; that’s one reason they 
became doctors. 


Budget 


I suppose I’ve become quite adept 
at balancing the budget. Looking a 
it from one point of view, it’s almost 
easy when you don’t have much 
money to work with and only essen- 
tials to cover. Like many young 
women today, I had planned to work 
throughout my pregnancy. This 
seems to be a trend not only among 
financially hard-pressed resident's 
wives, but also for lots of energetic, 
ambitious career gals. 

Unfortunately, I had to stop work- 
ing after my fourth month. I was 
getting too big to fit into some of 
the windows I had to decorate! Then 
too, my job involved a lot of bend- 
ing, stretching, crouching and lift- 
ing. So we decided to forego the pay 
checks in favor of less strenuous ac- 
tivity for the remainder of my preg: 
nancy. 


Expenses 


But the money I earned during 
those first four months was put aside, 
and slowly doled out at $15.00 per 
week for food and minor household 
necessities. Of course, we had to star! 
paying a bigger milk bill when the 
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baby was three months old and no 
longer on formula, but we managed 
that out of our own food allotment. 

As the free samples of baby and 
junior foods started to dwindle we 
had to pay for that too, but only for 
a short while. Fortunately, our son 
took to eating regular table food 
early. (He didn’t have a tooth in his 
mouth at the time and heaven only 
knows how he managed to chew . . . 
but he did.) I started with home 
made applesauce, mashed bananas 
and canned or frozen vegetables. 
Then came hamburger, chicken, or 
anything else we were eating that 
day. 

He eats everything now from to- 
mato herring to salami. He’s hardly 
what you could call a feeding prob- 
lem. 


Baby’s shoes can be a big ex- 
pense. but once again we were 
spared. Our pediatrician decreed, 
“No shoes until the baby is ready to 
walk.” 

That was just fine as far as we 
were concerned, and since the 
weather was mild (spring and sum- 
mer) during his ‘pre-walking’ stage 
we just kept socks on the baby’s feet 
to protect them. 

Now. however. at 18 months, we 
find shoes at $6 a pair an added ex- 
pense. 

‘By the end of David’s first year 
we even managed a family vacation. 
How? Well, again with planning. 


My husband worked during his ya. 
cation at a children’s summer camp 
as the camp physician. Daddy, junior 
and I had a month in the country 
with pleasant company, lovely coun. 
try-side, a beautiful lake, and a 
check at the end of it for “profes 
sional services rendered.” 


Makes four 


We've put our camp money aside 
now as we plan our budget for the 
coming year ... and our next addi- 
tion, due in March. We'll have to 
revise the budget a little for our 
growing progeny—but by now I'm 
practically an expert on “high 
finances.” 

Lest some of the above sounds 1 
bit too rosy to be convincing, let me 
assure you that one’s attitude and 
willingness to be happy on a very 
limited income can make all the dif- 
ference in the world. It did with us. 

Taking all things into considera- 
tion, beginning our family during 
my husband’s residency training was 
not the struggle I thought it might 
be. We are well on the way toward 
our second, and we’re happier than 
ever. Of course, you residents who 
have children know what I mean. 
Those of you as yet without chil- 
dren—well, take another look at the 
“facts of life” balance sheet. 

And, if you think this is a pitch 
for you to have babies now—you're 
right. 

One happy experience deserves 
another. 
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Most doctors feel it is wisest to 
continue the infant’s evaporated 
milk formula for six months, ad- 
justing it from time to time to 
meet his changing needs. Evapo- 
rated milk processing makes it 
easier to digest than fresh milk. 
This is an important point, since 
digestive upsets and diarrheas are 


more difficult to treat and poten- 


tially more serious during infancy. 


During baby’s important first six 
January 1957, Vol. 3, No. 1 


months, you can count on the 
known digestibility of his individ- 
ual evaporated milk formula to 
give him basic growth protection. 
It is far wiser to give baby this 
protection than to try to turn him 
into an adult too early! 


(arnati 
**FROM CONTENTED COWS”’ 
Optimum prescription- 


quality in today’s trend to the 
individualized formula. 
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For Competence 
in Professional Fields 


With a liberal program of financial aid to residents inter- 


Fellowship Opportunities 


ested in research and teaching, the National Foundation 
of Infantile Paralysis now offers opportunities in many 
specialties. To be eligible for Foundation support, a 
resident is not required to confine his study or later 


A, the age of 39, Franklin Delano 
Roosevelt was stricken with infan- 
tile paralysis. Weeks of hospitaliza- 
tion followed; and then, many more 
weeks at home in plaster casts. Had 
his indomitable will been less force- 
ful, his refusal to accept the role of 
an invalid been less resolute and 
dynamic, Franklin Roosevelt might 
not have learned to walk with leg 
braces and a cane, and might never 
have hit back at his disease with a 
vengeance. However, Roosevelt, who 
later was to lead the United States 
out of depression and to victory in 
war, fought polio with determination 
and firm purpose. He was a leading 
figure in the establishment of the 
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professional activities to poliomyelitis. 


Edith A. Aynes 


present National Foundation For 
Infantile Paralysis. 


Beginnings 


Having heard about the natural 
warm water springs in Georgia, 
Roosevelt made it his practice to 
swim in these waters at every oppor- 
tunity. A reporter described Roose- 
velt’s exercise routine in an article 
entitled “Swimming Back to Health.” 
The article, widely reprinted 
throughout the country, spread the 
news of the “curative” properties of 
the springs at Warm Springs, Geor- 
gia, and brought infantile paralysis 
victims from all over the nation 
crowding into the Georgia resort, 
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taxing its facilities beyond capacity. 


In 1926, the American Orthopedic 
Association issued a favorable re- 
port on the possibilities of the 
springs as a treatment center. And 
the following year, after Roosevelt 
had purchased the springs area and 
1,200 additional acres, the Georgia 
Warm Springs Foundation was in- 
corporated. 


Financial support 


Since most of the patients who 
flocked to Warm Springs were with- 
out sufficient funds, the Foundation 
began to run heavily into debt. At 
that time a close circle of Roose- 
velt’s friends and a small group 
among the general public were the 
sole supporters of the Foundation. 

After Roosevelt was elected Presi- 
dent, the President’s Birthday Cele- 
bration was instituted as the major 
fund-raising campaign. The first 
year more than one million dollars 
was.contributed to further the activi- 
ties of the Georgia Warm Springs 
Foundation. 

Though, originally, it was intend- 
ed that all funds should go to the 
Georgia Warm Springs Foundation, 
more money was coming in than 


AsBouTt THE AUTHOR—Miss Aynes is Coordinator of Information, Division 


could be utilized in one institution, 
In addition, while treatment was im. 
portant, it was realized that cure 
and prevention should be the ulti. 
mate goal. 


Lead, direct, unify... 


By 1938, it was evident that long 
term planning and regular financial 
support for scientific research in 
this field were badly needed. Also, 
it was obvious that local facilities 
for medical care for infantile paraly- 
sis patients almost everywhere de. 
manded improvement and expansion. 

The President knew he could not 
devote the time necessary for this 
much broader and expanded pro- 
gram, so the National Foundation 
for Infantile Paralysis was incorpo- 
rated to “lead, direct, and unify the 
fight against infantile paralysis.” 

The new foundation was organized 
on January 3, 1938, under the laws 
of the State of New York, as a non- 
profit membership corporation. 

Basil O’Connor, one of the incor- 
porators of the Georgia Warm 
Springs Foundation, was made presi- 
dent, an office he has filled since that 
time without financial remuneration. 
By an agreement with the Georgia 


of Professional Education of the National Foundation for Infantile 
Paralysis. A registered nurse, she served in the Army Nurse Corps for 
22 years, retiring last year with the rank of Major. During the war, 
Major Aynes served as Nurse Corps representative to the Army Surgeon 
General's Office and prior to joining the NFIP, she completed a tour of 
duty as instructor in public relations and nursing administration at the 


Army Medical Service School, Brooke. Army Medical Center. 
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Warm Springs Foundation, in return 
for relinquishing to the National 
Foundation all rights to the Presi- 
dent’s birthday as a means of raising 
funds, it could look to the NFIP for 
financial assistance in carrying on 
its own activities. Each year since 
its establishment, the National Foun- 
dation has made up the annual defi- 
cit of the Georgia Warm Springs 
Foundation. 


Growth 


In the beginning it was intended 
to confine the activities of the Na- 
tional Foundation primarily to the 
support of basic and clinical re- 
search on the problems of polio- 
myelitis. In order to assist in carry- 
ing out the activities, a national 
headquarters was established in New 
York City with an executive secre- 
tary and a medical director em- 
ployed. 

Direct care to those afflicted was 
not immediately contemplated be- 
yond the support to the Georgia 
Warm Springs Foundation. But de- 
mands for direct aid to individual 
cases became so great that it was 
decided to leave a part of the money 
raised annually in the local com- 
munities so that the best available 
care could be financed for patients 
requiring help. 

Chapters 

The Board of Trustees allotted 
half of the net proceeds from the 
1939 campaign to the communities 
for patient care and provided a 


126 


mechanism for its administration 
through local chapters. 

By the end of 1939, 602 chapters 
covering 744 counties had been or. 
ganized. Today, there are approxi- 
mately 3100 chapters, all composed 
of volunteers. Their activities are 
coordinated through the Founda. 
tion’s national headquarters with a 
field staff of regional directors and 
state representatives. The paid staf 
is very small. 


Professional education 


In setting forth the purposes of 
the National Foundation it was ree- 
ognized that polio could not be 
eradicated by approaching the prc 
lem through any single avenue, 
whether laboratory research on pre- 
vention, treatment, emergency, or 
long term care of patients. 

“The general purpose of the new 
foundation,” Mr. Roosevelt had said, 
“will be to lead, direct, and unify 
the fight on every phase of this sick- 
ness.” 

Finances were important. But re- 
search laboratories had to have 
trained research scientists. And 
there were far too few to be found 
in the nation. 

In 1940, a professional education 
grant was made to the National Re- 
search Council for the purpose of 
establishing research fellowships in 
the fields of virology and medicine. 
Dr. Jonas Salk of polio vaccine fame, 
and Dr. Frederick C. Robbins, Nobel 
prize winner (with Dr. John Enders 
and Dr. Thomas H. Weller, in 1954) 
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A Message to Residents... 
..,from Dr. Catherine Worthingham 


It is with great pleasure that we tell you about the Professional 
Education program of the National Foundation. Many of you 
may already have plans for the future and are eagerly awaiting 
the day when you can put them into effect. There may be those 
among you who will need assistance to accomplish the goals of 
further study you have set for yourselves. 

Here is where we can be of service to you. NFIP fellowships are 
designed to add to the professional pool of qualified personnel 
in many fields related to problems of poliomyelitis. We are par- 
ticularly interested in physicians who wish to prepare for research 
and teaching. Your only obligation is to work in the field for 
which you are prepared. You need not confine your study or 
life work to poliomyelitis. 

The National Foundation supports post-doctoral study because 
preparation for research and teaching is costly and many young 
doctors, interested and qualified in all other respects, find it 
impossible to support themselves and their families during the 


long periods of training which are required. 


were two of the recipients of these 
fellowships. 

But much more needed doing. “It 
(the new foundation) will endeavor 
to eliminate much of the needless 
after-effects of this disease,” Mr. 
Roosevelt had said. “We all know 
that improper care during the acute 
stage of the disease, and the use of 
antiquated treatment, or downright 
neglect of any treatment, are the 
causes of thousands of crippled, 
twisted, powerless bodies now 
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and there is also the tremendous 
problem as to what is to be done 
with those hundreds of thousands. 
already ruined by the after-effects 
of this affliction.” 


Needs 


What were the needs of polio pa 
tients? 

Early diagnosis and prompt treat: 
ment were essential. This required 
well qualified physicians who could 
make a differential diagnosis and 
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As reported in Resiwent Puysician (Vol. 
2, No. 10, November, 3956), financial as- 
sistance includes not only tuition and fees 
to the institution, but a stipend varying from 
$3,000 to $6,000 for the Fellow, depending 
upon his level of training, marital status, 
and the number of his dependents. The 
stipend may be higher under unusual cir- 


Our fellowship committees meet three 


The members are out- 


standing leaders in research and clinical 


medicine. Fellowships are granted at their 
recommendation of the applicant. Closing 


We shall be glad 


Polio patients required physical 
therapy to make the best of their 
remaining functional capacities, in 
their adjustment to living with resid- 


In addition, occupational thera- 
pists, medical social workers and 
other services were necessary. 

Thus, the needs for professional 
service in all these fields was as evi- 
dent as it was critical. There sim- 
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A car follows me home. 


the offi T 

office is full of comm 


‘Thorazine’ relieved this patient’s severe 
anxiety and fear. She was able to continue 
working and soon began to gain insight. 


*THORAZINE’ CASE REPORT 


patient: 


response: 


29-year-old single female. Severe anxiety 
of two months’ duration. Complained to 
police of car following her home nightly. 
Afraid to quit job because of fear of 
reprisal by communists in her office. 


Intensity of symptoms diminished rapidly 
when ‘Thorazine’ was given. After one 
week, “remarks were no longer directed 
at communists”. Patient quit her job and 
got a new one. 


After three months of ‘Thorazine’ ther- 
apy, patient stated that she “felt fine” 
and her “work was very good”. “Maybe 
it was my nerves and imagination, but 


that’s behind me.” 


This case report is from the files of the 
patient’s physician. 


THORAZINE* 


one of the fundamental drugs in medicine 
Smith, Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, 
S.K.F. 
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ply were not enough trained people 
available to meet the requirements 
of poliomyelitis patients. Nor were 
there enough scientific investigators. 

The National Foundation there- 
fore faced the necessity, not only of 
making the best available informa- 
tion and skills available to all those 
research and clinical personnel then 
dealing with poliomyelitis but of 
adding to the pool of qualified per- 
sonnel upon which the needs of 
poliomyelitis and other health prob- 
lems might draw. 


Division of Professional 
Education 


Even though the necessity for pro- 
fessional education programs was 
obvious as early as 1939, educational 
activities were not centered in a 
separate division of the Foundation’s 
Medical Department until some years 
later. 

In the interim, research fellow- 
ships had been administered for the 
National Foundation by the Na- 
tional Research Council. Also, the 
National Organization for Public 
Health Nursing and National League 
for Nursing Education, under grants 
from the National Foundation, had 
undertaken a program to identify 
the principles of orthopedic nursing 
and to develop teaching materials 
which could be utilized for training 
of nurses already in practice and by 
the nursing schools for the better 
basic preparation of nurses in this 
area. 

Direct service was given by the 


consultants from these organizations 
in polio epidemics by assisting local 
hospitals to organize their services 
and through short courses for the 
nursing personnel. 

The importance of physical ther. 
apy in the treatment of polio pa- 
tients was recognized; funds were 
granted to the professional associa. 
tion to administer a scholarship pro- 
gram for the preparation of more 
physical therapists. 

The association also completed an 
extensive study of physical therapy 
for poliomyelitis patients as_prac- 
ticed in the hospitals and clinics 
throughout the United States. 


Central Committee 


With the establishment in the 
Medical Department of the Division 
of Professional Education under the 
present director, Dr. Catherine 
Worthingham, the educational ace- 
tivities in relation to professional 
schools, associations, agencies, pub- 
lications, films, scientific exhibits, 
scholarships and fellowships were 
centralized. 

Today, the Committee on Profes- 
sional Education and Publications 
and the General Advisory Committee 
recommends grants and approptia- 
tions for these programs. Scholar- 
ship and fellowship opportunities 
are announced to the public and pro- 
fessions. Applications are received 
by the Division of Professional Edu- 
cation. Fellowship committees in 
research or clinical medicine meet 
to interview candidates and make 
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A. S. Aloe Company has a plan to help you 
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Since 1860 A. S. Aloe Company has helped three generations 
sain of physicians open their offices. Whether you plan to begin 
see practice or re-equip an office, we can serve you. 


‘tlio A National Institution: We have 13 shipping points; more 
“pa than 200 representatives with residences near you. 


sicnal Equipment Check Lists. Cover everything required to outfit 
. pub- your office, from hypodermic needles to X-ray machines, 
hibits, with both itemized and total cost. 


were Planning Service. Suggested room layouts scaled to size 
to help you evaluate your needs. 


-rofes- Tailored Payment Plan. There are no interest charges 
ations under our regular “new office” extended payment plan. 
mittee Location Service. Aloe representatives know of many attrac- 
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the awards. These fellowships are 
for training in research and teach- 
ing in specific fields. They are not 
for carrying out research projects 
per se. 

Scholarships are for basic educa- 
tion in a field such as physical ther- 
apy or medical social work. Awards 
in these categories are made by a 
committee representative of the spe- 
cific profession. 


Teaching fellowships 


Three hundred and fifty-one fel- 
lowships in research and teaching 
have been awarded by NFIP since 
1938; twenty-nine of these were 
awarded since March, 1956. 

In 1938, there were few compe- 
tent virologists. As of October, 1956, 
the National Foundation had in- 
creased the research potential of 
the country in the field of virology 
by 79. 


Basic research 


Among the young scientists re- 
ceiving fellowship training in basic 
research at present is William L. 
Nyhan, Jr., M.D., of Cape Elizabeth, 
Me. Dr. Nyhan, a pediatrician, is 
currently studying biochemical as- 
pects of disease at the University of 
Illinois College of Medicine in Chi- 
cago under the supervision of Dr. 
Harris Busch, Associate Professor 
of Pharmacology. 

Dr. Nyhan is carrying out investi- 
gations on the metabolic fate of 
radioactive amino acids in tumors 


Current Report 


A total of nearly four hundred 
individuals in fields associated with 
medicine are currently studying 
under NFIP fellowships and scholar. 
ships throughout the world. More 
than 4,200 awards for long term 
study in the areas of research, 
academic medicine, clinical special. 
ties, and in such medical associate 
fields as physical therapy, occupa- 
tional therapy, medical social work, 
and nursing have been granted since 
1938. In the same period, over 
1,000 awards for short term study 
have been made. March of Dimes 
funds totaling $24,900,000 have 
been authorized for fellowships, 
scholarships, and aid to professional 
schools, agencies, and associations. 


and other tissues in the search for 
exploitable biochemical differences 
in the diseased cells. In these studies, 
the intact animal, tissue slices, and 
cell free systems are used. He is 
further engaged in the synthesis and 
utilization in these systems of com- 
pounds structurally designed to ex- 
plore the possibilities of inhibiting 
various pathways of metabolism. In 
this way he plans to gain facility in 
basic biochemical methodology and 
an approach to rational chemother- 
apy. Dr. Nyhan’s ultimate objective 
is to bring to bear on pediatric 
problems the methods of metabolic 
biochemistry and cellular pharma 
cology. He plans to do this in the 
setting of academic pediatrics where 
he can combine research with clini- 
cal teaching. 


Resident Physician 


A 
For f; 
relief 
Meas 
instar 
134 


iting 
n. In 
ity in 
and 
other- 
ective 
iatric 
abolic 
arma: 
n the 
where 
clini- 


In Angina Pectoris 
The Attacks Lessen and 


The Patient Loses His Fear 


nto 


ach Jong-acting tablet provides the sustained coronary 
vasodilating effect of 10 mg. pentaerythritol tetrani- 
trate (PETN) as well as the tranquilizing, anxiety- 
relieving and pulse-normalizing action of 1 mg. 
Rauwiloid® (alseroxylon). 


e Reduces incidence of attacks ¢ Increases exercise tolerance 
Reduces severity of attacks produces demonstrable 
e Reduces or abolishes need ECG improvement 
for fast-acting vasodilating 
drugs ¢ Exceptionally well tolerated 
e Reduces tachycardia 
e Reduces blood pressure in 
hypertensives, notinnormo- * Dosage: one to two tablets 
tensives q.i.d., a.c. and h.s. 


¢ Minimal side actions 


And 


for faster relief of the acute attack 


Medihaler-Nitro™ 


octyl nitrite (1%) in aerosol solution 
For faster, safer, and more lasting tion via the lungs. . . one inhalation 
relief of acute anginal attacks .. . equivalent to 1/100 gr. nitroglycerin 
Measured-dose inhalation provides . . . fewer side actions than amyl 
instantaneous coronary vasodilata- nitrite . . . pocket-sized aerosol set. 
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Public Health 


The initial NFIP fellowship pro- 
gram in public health for the train- 
ing of sanitary engineers and phy- 
sicians as public health officers 
(1946-1948) was administered by 
the United States Public Health 
Service. 

Fifty-five fellowships for sanitary 
engineers and thirty-nine for physi- 
cians were awarded. 

Additional appropriations have 
continued the program to date, but 
a gradual transition has taken place 
from the emphasis on public health 
officers to a more advanced fellow- 
ship for the training of teachers of 
preventive medicine. The shortage of 
teachers in all of the specialties is 
one of the nation’s greatest prob- 
lems. 


Preventive medicine 


Typical of the Fellows currently 
studying under this program is Dr. 
Selig H. Katz of Towson, Maryland. 
Dr. Katz embarked on his training 
to prepare as a teacher of preven- 
tive medicine in July, 1956. He is 
associated with Dr. Paul Harper at 
Johns Hopkins School of Hygiene 
and Public Health in Baltimore. 

At the present time, Dr. Katz is 
working with the school’s Family 
Health Siudy which is a program de- 
signed for teaching and research in 
preventive medicine. He also teaches 
preventive medicine to second and 
fourth year medical students. One 
day each week he works in the Anne 
Arundel County: Health Department 


in clinics and other activities which 
are a part of the school’s training 
program. 

From January 1, through the re. 
mainder of the program, Dr. Katz 
will be assigned to the Maryland 
State Health Department for work 
in Anne Arundel and other county 
health departments. During this 
time he will have concurrent respon- 
sibility for planning and organizing 
the field experience of students from 
the school. In addition, Dr. Katz 
will spend approximately one day a 
week at the school in teaching and 
other liaison work associated with 
instruction of students. 


Orthopedics 


Similar to the need for orthopedic 
nurses in 1938-40, was the need for 
orthopedists, particularly in the 
southern states. 

Accordingly, a program financed 
by NFIP at Duke University was set 
up to provide fellowships in ortho- 
pedic surgery. The Fellows rotated 
through the Georgia Warm Springs 
Foundation, the Charlotte Memorial 
Hospital, the North Carolina Ortho- 
pedic Hospital at Gastonia, and the 
Shriner’s Hospital for Crippled 
Children at Greenville in South 
Carolina. 

This program continued until 1955. 
The orthopedic fellowship program 
was then broadened to provide resi- 
dency training in any approved 
orthopedic training program and 
was administered by the Division of 
Professional Education. 
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a General Electric product 


fluoroscopy 


...in a matter of seconds 


—and those seconds are split in radi- 
ography with Patrician’s stop-motion 
200-ma, 100-kvp, full-wave power. 
Involuntary movements of patients or 
organs ne longer need be your prob- 
lem — nor the heavy investment for- 
merly required for x-ray equipment 
capable of overcoming them. 

At a price competitive with low- 
power, limited-range apparatus, you 
can now enjoy full x-ray facilities of- 
fered by the General Electric Patri- 
cian: kenotron-rectified output for 
longer x-ray tube life . . . 81-inch 
angulating table for those tall patients 
.. . double-focus rotating-anode tube 
for radiography and fluoroscopy . . . 


Progress Our Most Important Product 
GENERAL ELECTRIC 
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highly maneuverable independent tube 
stand .. . fully counterbalanced fluo- 
roscopic screen... compact, simplified 
control unit. 

Before investing in x-ray equipment, 
get the complete Patrician 
story, including G-E financ- 
ing plans. Use this handy 
coupon. 


X-RAY DEPT. 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wis., Rm. U-11 


(C0 Send your 16-page PATRICIAN bulletin 


(CD Facts about deferred payment 
MAXISERVICE rental 
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Program 


The current fellowship program 
is on the post-specialty training level 
with emphasis on the training of 
teachers in orthopedic surgery. For 
example, in San Francisco, under 
the supervision of Dr. Don King, 
professor of orthopedic surgery at 
Stanford, Dr. David K. Clawson is 
completing the last year of a three- 
year residency made possible by a 
fellowship awarded by the National 
Foundation. Since July 1956, Dr. 
Clawson has been the chief resident 
in orthopedics at the University Hos- 
pital. 

As a part of his program at Stan- 
ford University Hospital, Dr. Claw- 
son is currently teaching third year 
medical students one to three hours 
per week. He attends an average of 
60 in-patients and sees an average 
of 50 outpatients per week and is 
currently reviewing 330 cases of 
fractured hips treated in the Stan- 
ford service at the County Hospital 
from 1950-55. 

As a result of his progress, and 
encouraged by the financial assist- 
ance of the fellowship, Dr. Clawson 
has become interested in academic 
orthopedics and has been invited by 
Dr. H. J. Seddon, Director of Or- 
thopedic Studies for Great Britain 
to study for a year at the Royal Na- 
tional Orthopedic Hospital in Lon- 
don. 


Pediatrics 


The American Academy of Pediat- 
rics made a nationwide survey of 
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Research and Education 


As provided in the certificate of 
incorporation, the members of the 
corporation elect a board of trustees 
in which is vested the active man. 
agement of the affairs of the 
National Foundation. The trustees 
may appoint committees, delegate 
powers, establish and alter by-laws, 
make grants and donations, and 
take such other actions as naturally 
arise in the course of managerial 
duties. 


In June, 1938, the NFIP ap. 
pointed its first advisory commit- 
tees in research and _ education. 
Advisory committees make recom- 
mendations to the board of trustees 
on all grants and appropriations for 
support of programs of research, 
education and medical care. 


The five advisory committees are: 
General Advisory Committee, Com- 
mittee on Virus Research and Epi- 
demiology, Committee on Research 
for the Prevention and Treatment 
of After-Effects, Committee on 
Respiratory Centers, and Committee 
on Professional Education and Pub- 
lications. The membership of these 
committees is composed of leaders 
in the fields of research, medical 
care, and education. They meet 
officially twice a year to consider 
grant applications and appropria- 
tions but respond frequently to re- 
quests for advice on special prob- 
lems as they arise. 
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not necessarily ao 


Tedral, taken at the first sign of at- 
tack, often forestalls severe symptoms. 


relief in minutes ... Tedral brings 
symptomatic relief in a matter of min- 
utes. Breathing becomes easier as 
Tedral relaxes smooth muscle, reduces 
tissue edema, provides mild sedation. 


for 4 full hours . . . Tedral main- 
tains more normal respiration for a 
Sustained period—not just a momens 
tary pause in the attack. 


Tedral provides: 

2 Qf 
Ephedrine HCl Bf 
Phenobarbital Ye gr. 


in boxes of 24, 120 and 1000 tablets 
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child health services in the five year 


period from 1946 to 1951. State 
committees assisted in the survey 
and helped to develop and imple- 
ment recommendations for improv- 
ing these services. The chapters of 
the National Foundation also- gave 
considerable financial support to this 
project and volunteer-assistance in 
the collection of data. 

On the basis of this survey, the 
Association requested funds from 
the National Foundation which were 
granted, for a program to improve 
both the quality and quantity of 
pediatric education at the under- 


Electro - diagnostic 
tests are made by 
Dr. Ernest W. John- 
son (left), senior 
resident. Dr. Ralph 
E. Worden, depart- 
ment chief, super. 
vises procedure. 


graduate level (1951 to date). 

At the present time 35 pediatri- 
cians have taken advantage of NFIP 
fellowships to train as scientific in- 
vestigators to apply research to 
clinical and academic pediatrics. 


Physical medicine 


During World War II, the field 
of physical medicine gained con- 
siderable recognition in the care of 
patients with physical disabilities. 
particularly those resulting from war 
wounds and injuries. A number of 
physicians with interest and training 
in physical medicine were also mak- 
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Disposable Unit 


Anatomically correct rectal tube minimizes injury 
hazard . . . plastic squeeze bottle fits the hand, 
simplifies instillation . . . effective as soap suds, or 
more so,“’) FLEET ENEMA induces prompt, 
spasm-free evacuation. ‘?) 

For home administration and for hospitalized 
patients prescribe or recommend FLEET ENEMA 
Disposable Unit ... extremely effective, too, for 
pre-examination cleansing in your office . . . available 
at all pharmacies . . . in use by leading hospitals. 
Each 4% fl. oz. unit contains, per 100 cc., 16 mg. sodium biphosphate 

and 6 gm. sodium phosphate. 


(1) Swinton, N. W., Surg. Clin. of No. Am. 35:833, 1955 
(2) Gross, J. M., Jl. Int. Coll. Surg. 23:24, 1955 
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ing significant contributions to im- 
provement in the care of polio pa- 
tients. The field, however, had not 
been clearly defined, nor had stand- 
ards for educational programs been 
developed. 

In 1946, the National Foundation 
began to assist a number of medical 
schools to develop teaching pro- 
grams in physical medicine. Fellow- 
ships for residency training have 
been offered since 1947. By that 
time the American Board of Physical 


Drs. Worden and Johnson, both of the 
Department of Physical Medicine and 
Rehabilitation at Ohio State University, 
work with hemiplegic patient on prob- 
lems of body mechanics, ambulation and 
self-care. 


Medicine had been established. 
Since the start of the fellowship 
program, 79 awards of one to three 
years each have been granted for 
specialty training in this field. 


Rehab fellow 


At Ohio State University, Colum- 
bus, Ohio, Dr. Ernest W. Johnson of 
Findlay, Ohio, is in the third year 
of a three-year fellowship for spe- 
cialty training in Physical Medicine 
and Rehabilitation. Dr. Johnson, 
who began his study in July, 1954, 
is under the supervision of Dr. 
Ralph E. Worden, Director of the 
Department of Physical Medicine 
and Rehabilitation at the University. 

Dr. Johnson became interested in 
physical medicine while a senior in 
medical school after writing a term 
paper on fibrositis. During his in- 
ternship at Philadelphia General 
Hospital, he arranged for two months 
of service on the rehabilitation ward 
and became particularly interested 
in the chronic diseases including 
arthritis, muscle disorders and rheu- 
matism. During the last three months 
of his internship, he completed a 
research project on the use of trans- 
buccal curare in rehabilitation of the 
chronic spastic patient. 

His training at Ohio State has 
included many diverse medical prob- 
lems, including traumatic paraple- 
gias, quadriplegias, back injuries, 
peripheral nerve injuries, post-frac- 
tures, post head injuries, hemiple- 
gias, and post-polios. 

During his second year, Dr. John- 
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NOW AVAILABLE... 


a unique new antibiotic 
of major importance 
PROVED EFFECTIVE AGAINST 


SPECIFIC ORGANISMS 
(staphylococci and proteus) 
RESISTANT TO ALL OTHER 


ANTIMICROBIAL AGENTS 


(Crystalline Sodium No 


SPECTRUM— most gram-positive and 
certain gram-negative pathogens. 


ACTION —bactericidal in optimum con- 
centration even to resistant strains. 


TOXICITY —generally well tolerated. 
This is more fully discussed in the 
package insert. 


ABSORPTION —oral administration pro- 
duces high and easily-maintained blood 
levels. 


INDICATIONS — cellulitis, pyogenic der- 
matoses, septicemia, bacteremia, pneu- 
monia and enteritis due to Staphylococ- 
cus and infections involving certain 


strains of Proteus vulgaris, mcluding 
strains resistant to all other antibiotics. 
DOSAGE —Two capsules (500 mg.) merck sHARP & DOHME 


twice daily or one capsule (250 mg.) DIVISION OF MERCK & CO., INC. 
four times a day. PHILADELPHIA 1, PA. 


SUPPLIED —250 mg. capsules of ‘Caruo- 
mycin’, bottles of 16. 


*‘CATHOMYCIN’ is a trademark of Merck Co., Inc. 
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son attended a two-week postgradu- 
ate course in cerebral palsy offered 
by Dr. Meyer Perlstein of Chicago 
and, with the assistance of Dr. Rich- 
ard Burk, a member of the Ohio 
State University staff (and a former 
NFIP Fellow), Dr. Johnson helped 
in establishing services in cerebral 
palsy in the community. 


Rehabilitation 


Although the term “rehabilita- 
tion” is associated in the minds of 
many with physical medicine, it is 
used here in a broader concept; 
that of compréhensive patient care 
encompassing the physical, mental, 
emotional, social, and economic as- 
pects of the needs of the patient. 

Physicians in other specialties 
than physical medicine have been 
interested in further training in re- 
lation to rehabilitation. NFIP fel- 
lowships offer such an opportunity. 
For example: 


@ A neurologist was granted a 
three-month fellowship in rehabilita- 
tion in 1954 to “become better ac- 
quainted with the principles of 
therapy and opportunities for re- 
habilitation which can be afforded 
patients with such conditions as 
cerebrovascular accidents, multiple 
sclerosis, poliomyelitis, and arthri- 
tis.” 

@ A pediatrician is devoting her 
entire study to developing a future 
in “pediatric rehabilitation.” This 
doctor, realizing that the multi-dis- 
ciplined approach is mandatory in 
rehabilitation, expressed limitations 
in her knowledge of physical medi- 
cine and other modalities relating to 
rehabilitation which are essential in 
the therapy of any handicapped in- 
dividual. 

@ An orthopedic surgeon who re- 
cently passed Part I examinations 
for the American Board of Ortho- 
pedic Surgery, desires three months 


A psychiatric team in the Respiratory 
Center of the University of Illinois 
Research and: Educational Hospital 
evaluates information about a patient. 
Each member has talked individually 
with the patient, Left to right are Dr. 
Binyamin Lebovitz, research associate 
in the Department of Psychiatry at 
the University of Illinois College of 
Medicine, Mrs. Mary E. Goss, instruc- 
tor in medical social work, and Dr. 
Harold M. Visotsky, clinical instructor 
in psychiatry in the College of Medi- 
cine, After evaluation, a rehabilitative 
program is outlined. 
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... a new scientific 
team was born 


In 1921 Charles H. 

Best, then a second 
year medical student, won the 
toss, and with it the opportunity 
of serving as Frederick Banting’s 
assistant in the experiment which 
led to the extraction of insulin 
from dog pancreas. 


Little was expected from the 
young orthopedic surgeon and his 
student assistant, and they were 
given permission to use the physi- 
ology laboratory in the University 
of Toronto for only eight weeks. 
What could they hope to accom- 
plish—in ligating the pancreatic 
ducts of dogs and extracting the 
residue six weeks later—when the 
best trained physiologists had not 
succeeded in proving that the pan- 
creas had an internal secretion? 


Banting and Best’s success in ob- 
taining active extracts from the 


pancreas was the first in a long 
chain of therapeutic advances in 
the treatment of diabetes melli- 
tus. Though insulin was a life- 
saving discovery, the inconven- 
ience of multiple daily injections 
made it necessary to search fur- 
ther for means of prolonging its 
action. The combination of insu- 
lin with protamine and zinc in- 
creased the duration of effect, but 
also increased the time lag be- 
tween injection and onset of 
effect. To eliminate the need for 
mixing the long- and short-acting 
insulin preparations just before 
injection, it was necessary to de- 
velop a form whose duration of 
action was intermediate. Globin 
Insulin, developed by Reiner, 
Searle and Lang in The Well- 
come Research Laboratories, is 
such a product—one which, by a 
single daily injection, can control 
most diabetic patients. 


GLOBIN INSULIN ‘B. W. & CO.* 
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study in the “field of rehabilitation” 
to “greatly increase my service to 
patients by knowing more about the 
rehabilitation aspects of orthope- 
dics.” 

® A private practitioner in a rural 
area who deals with all areas of 
medicine including public health, 
was granted a rehabilitation fellow- 
ship in 1954 to provide the commu- 


Dr. Harris Busch (left) of the University 
of Illinois shows a portion of a manom- 
eter to Dr. William L. Nyhan, research 
fellow of the National Foundation for 
Infantile Paralysis, The manometer, part 
of equipment known as the Warburg 
Apparatus, is used in studies of tissue 
metabolism. Doctor Busch, associate pro- 
fessor of pharmacology in the University's 
College of Medicine, is scientific adviser 
to Doctor Nyhan. 


nity “with someone trained in the 
treatment of respiratory poliomyel- 
tis problems and in the general ap. 
plication of physical measures for 
. . neuromuscular disabilities.” 
@ A pediatrician completed, in july 
1956, his study under a rehabilita. 
tion fellowship as applied to pedia- 
tric neurology, his study being de. 
voted to peripheral neuritis, multiple 
sclerosis, subdural hemotoma and 
brain stem tumors in children and 
the rehabilitation problems arising 
from such cases. 


Psychiatry 

Newest in the area of clinical 
medicine are the fellowships in 
psychiatry for physicians who are 
particularly interested in patients 
with physical disabilities. Six fel- 
lowships have been awarded since 
1952 for this purpose. 

As an example of the work being 
done in this field, Dr. Harold M 
Visotsky will complete a two year 
fellowship in February, 1957. He is 
currently studying at the University 
of Illinois Research and Education 
Hospitals and Polio Respiratory 
Center. 

Dr. Visotsky might be called a 
pioneer in the field of psychiatry as 
it applies to patients suffering from 
long term disabling diseases. He 
became interested in the psychiatric 
aspects of poliomyelitis during the 
acute polio season of 1953, when he 
was working with polio patients at 
the Municipal Contagious Disease 
Hospital in Chicago. He was a rest 
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Dr. David K. Clawson, senior resident in 
orthopedics at Stanford University, com- 
putes eventual difference in leg length 
of Vicki Leonard, I 1-year-old polio victim. 


dent in psychiatry at the time. 

One patient whom he studied in- 
tensively was transferred to the 
Respiratory Center and Dr. Visotsky 
was called as consultant as the case 
progressed. Material gathered in 
connection with this case was later 
presented at a somatopsychic con- 
ference at the Illinois Neuropsy- 
chiatric Institute. 


impact of polio 


In studying the psychological im- 
pact of poliomyelitis, Dr. Visotsky 
hopes to enlarge this particular field 
of knowledge which, to date, has 
been relatively unexplored. He is 
studying the differences in the way 
in which people respond to disease. 
He believes that previous life expe- 
riences and adjustments and the 
individual’s social surroundings at 
the onset of illness have much to do 
with their responses to their illness. 
He is attempting to determine why 
some patients recover rapidly from 
a psychiatric point of view while 
others have a greater social or psy- 
chiatric disability through psycho- 
logical malfunctioning. 

Dr. Visotsky’s basic interest is to 
see what can be done by the people 
who come in contact with the pa- 
tients (the therapeutic team includ- 
ing doctors, nurses, physical thera- 
pists, occupational therapists and 
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others) to facilitate the most effec- 
tive ways of handling stress. 

In his study, Dr. Visotsky includes 
not only the patient’s reactions to his 
disease, but the interaction between 
patients, between patients and staff, 
and between patient and family. He 
plans to integrate this information 
into a comprehensive picture of the 
patients and the methods employed 
in trying to solve their problems. 
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Through this he hopes to establish 
the factors that are most important 
in the patient’s adaptation to the 
new lile situation. It is becoming 
increasingly evident throughout 
treatment centers that the psychi- 
atrist is a vital member of the 
therapeutic team. 

S Dr. Visotsky is studying under the 
supervision of Dr. Frances Gerty, 
professor and head of the depart- 
ment of psychiatry at the University 
of Illinois College of Medicine. 


Pilot studies 


Convinced that the total needs of 


the patient should be considered 
from the onset of disease or injury 
to his complete readjustment to 
home and community, and because 
ef the confusion surrounding the 
term “rehabilitation.” the National 
Foundation, in 1953, supported a 
series of pilot studies in the medical 
schools for the purpose of permitting 
them to develop programs for teach- 
ing the concept and basic techniques 
of rehabilitation to undergraduate 


and graduate students. These are 


regarded as basic to medical educa- 
tion and practice. 
Thirteen medical schools are par- 


Or. Clawson discusses Vicki's progress with Dr. Don King, chief of Stanford's ortho- 


pedic service, 
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ticipating in these pilot studies under 
long-term grants from the National 
Foundation. It is evident that much 
thought is being given to the funda- 
mental problem of medical educa- 
tion. Interest has spread also to 
other medical and associate profes- 
sional schools which are receiving 
the reports of the annual conferences 
of these grantees. 


Other programs 


Space does not permit a discus- 
sion of the medical social work 
scholarship program, the occupa- 
tional therapy teaching fellowships, 
or the fellowships for vacation time 
study for medical students (in re- 
search, preventive medicine and pub- 
lic health, and rehabilitation) all of 
which are a part of the professional 
education program of the National 
Foundation. Nor does space permit 
detailed discussion of the grants 
made to professional schools, agen- 
cies, and associations for the purpose 
of recruiting students, improving 
standards, and expanding services, 
all of which should be of particular 
interest to the young physician about 
to enter private practice. He will 
have a need for knowledge concern- 
ing these areas. 

Perhaps of more immediate inter- 
est are the publications, films, scien- 
tific exhibits available to physicians 
‘and allied workers. 


Films, exhibits 


Every year since 1938 has seen 
the production: of publications, films, 
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and exhibits for distribution among 
professional people to provide: (1) 
the latest information regarding po. 
liomyelitis; and (2) teaching mate. 
rials for basic preparation of pro. 
fessional personnel. These materials 
have been prepared with the assis. 
ance of experts in the particular 
fields and distributed without cost, 

In addition, the publication of 
basic text books and manuals have 
been financed by the National Foun. 
dation. 


Publications 


Two editions of a bibliography 
on poliomyelitis have been published 
and the collected reprints of graniees 
are compiled, indexed, and bound 
each year. These publications have 
been sent to medical libraries and 
research centers throughout the 
world. A monthly Abstract of Polio- 
myelitis Current Literature and a 
quarterly issue of the Polio Post 
(giving current information on the 
medical services and_ professional 
education programs) are also given 
widespread distribution. 

During the period March-July 
1956, the Division of Professional 
Education distributed 82,658 publi- 
cations to professional groups, hos 
pitals, medical libraries, medical 
and associate medical personnel. 

It is interesting to note that the 
booklets on nursing care of polio 
myelitis patients are being used 
regularly as text books in many 
schools of nursing. In their teach 
ing programs, medical schools are 
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Histacount is the trade mark of Professional Printing Company, Inc. 
—America’s largest printers for Doctors exclusively. 


Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions. 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE. 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 


PROFESSIONAL PRINTING COMPANY, inc. 
NEW HYDE PARK, NEW YORK 


OUR 
27TH 
YEARY’ 
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also using NFIP publications pre- 
pared for physicians. 

Teaching films including such 
titles as Teaching Functional Activi- 
ties, Glossopharyngeal Breathing, a 
series on Principles of Respiratory 
Mechanics, a series on Autonomic 
Nervous System, The Anatomy’ of 
the Hand, and others have been in 
great demand. New films, Breathing 
Patterns in Poliomyelitis, and Arti- 
ficial Respiration will be available 
in the near future. 

In 1956, scientific exhibits were 
shown at 30 national and regional 
meetings and two international meet- 
ings of medical and associate med- 
ical groups. 


Objective 


The objective of the pro- 
fessional education pro- 
gram today is the same as 
when the first grant was 
made in 1939 — education 
for professional compe- 
tence. The basic policies 
governing the development 
of the program have also 
stood the test of time. 

The administrators of the 
National Foundation and 

the advisory committces 

realize the continuing at- 
tack on the disease “polio- 
myelitis” required the serv- 
iees of a great many pro- 
fessional people qualified 
in the fields of research, 
clinical medicine and the 
associate medical _ fields. 
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A total of fifty-six therapy teachers have been 
trained with National Foundation assistance, E- 
plaining the objectives of therapeutic exercise is 
teacher Catherine Graham at Stanford University. 


Therefore, if the attack is to be sue. 
cessful, there must be a growing 
pool of qualified personnel available 
in a number of the professional 


fields. 


Obligation 

The responsibility for providing 
additional professional personnel in 
the needed categories was accepted 
from the beginning. Recipients oj 
scholarships and fellowships have 
not been required to work with 
poliomyelitis patients or participate 
in research relating to poliomyelitis 
on completion of their training. 
Their only obligation is to work in 
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the .eld for which they have been 
prep: red. 

It was also recognized from the 
begining, that the demands of the 


policmyelitis program would create 
addi: onal problems in both educa- 
tion and practice for the professional 


schools and associations. As knowl- 
edge concerning the disease and its 
treatment increased, revision of cur- 
ricula would be required in the 
basic education programs and it 
would be necessary to provide addi- 
tional training for personnel al- 
ready working in the field. The 
National Foundation, therefore, gave 
and is still giving considerable 
financial support to professional 
schools and associations. 


Acceptance 


As the National Foundation pro- 
vides funds for patient care but does 
not engage in the practice of medi- 
cine, so the Professional Education 
Division is careful to see that the 
material contained in any publica- 
tions prepared and distributed from 
Foundation headquarters dealing 
with medical care, are developed 
with the assistance and approval of 
a committee of experts in the par- 


ticular subject matter. This policy 
has resulted in good acceptance of 
the materials by the professions. 

The professional manpower which 
has been trained is a national asset 
in the health and research fields. 
The assistance to professional 
schools has strengthened the total 
educational program for the profes- 
sions concerned. 


Support 


An indication of the importance 
which the Advisory Committees have 
attributed to professional education 
is seen in the fact that the funds 
which have been awarded for re- 
search ($26,300,000) exceeds by 
little those which have been awarded 
for professional education ($24,- 
900,000). 

The benefits of the NFIP pro- 
gram to the nation, to individual 
polio patients, and to medical re- 
search and education are substantial, 
and all who share in the support of 
this non-profit Foundation take great 
pride in its work to date. 

Residents who wish to help in the 
effort through their own education 
are urged to contact the Foundation 
by letter. 
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What's the 


Doctor’s Name? 


H. was born on March 19th, 1813, 
at Blantyre near Glasgow, the sec- 
ond in a family of six. Work, strong 
religious feelings and a high stand- 
ard of morality were the principles 
on which he was brought up. 

While still in his teens he resolved 
to dedicate his life to the alleviation 
of human misery and decided to ob- 
tain a medical education to be better 
qualified for such work. 

He attended medical classes at 
Anderson College in winter and in 
summer listened to lectures on Di- 
vinity. 

He received his medical degree in 
London at the age of 27. In the 
same month he was ordained, and 
as a missionary, embarked for Africa 
on December 8th, 1840. 

In the spirit of missionary work, 
he lived among the natives and de- 
voted himself to learning their lan- 
guage and customs. At the same 
time he studied the geology and 
natural history of the country. 

In 1843, he established a mission 
at Mabotsa. Here he was attacked 
by a lion which crushed his left arm. 

He traveled widely, explored large 
areas of the African continent, and 
in 1856, he was given an enthusiastic 


By Victor R. Jablokow, M.D. 


reception at the Royal Geographical 
Society where he was awarded a 
gold: medal for his labors. Oxford 
and Glasgow conferred honorary de- 
grees upon him. 

Once, for a period of several years, 
the world believed him lost; the 
New York Herald sent an expedition 
to Africa to search for him. He was 
found but could not be persuaded 
to return. 

Weakened by dysentery and recur- 
rent malarial fever, he died on May 
Ist, 1873. The friendly natives 
buried their master’s heart under a 
tree and set out with the dead body 
on a long and arduous journey to 
the coast. (The trip took five 
months.) The body was interred in 
Westminster Abbey on April 18th. 
1874. 

No single explorer has ever con- 
tributed so much to the knowledge 
of African geography as he did in 
his 30-years’ work. 

To Scottish school children he 
once expressed the motto of his life: 
“Fear God and work hard.” 

Do you know the doctor’s name 
and the name of the person who 
headed the search expedition? 

(See page 170) 
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“Because of the better and more 
consistent absorption of penicillin 
V from the intestinal tract, it 
would appear that this type of 
penicillin is preferable to peni- 
cillin G when oral administration 
is to be used.””! 


1. Martin, W.J., et al.: J.A.M.A. 
160:928 (March 17) 1956. 


Oral and PEN+VEE 
Suspension permit new depend- 
ability in oral-penicillin therapy 
—dependable stability in gas- 
tric acid, dependable and opti- 
mal absorption in the duode- 
num. “Not being destroyed by 
acid in the stomach, as is peni- 
cillin G, penicillin V remains 
available in larger amounts for 
absorption.” 
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4. The one of the following methods Jy of 


which you would not use to esti- HBound 
mate the amount of fluid to replace HBjen <v 
in a thermal burn is: (A) hemato- Hp) hy 
crit estimation; (B) estimation of defici 
plasma protein; (C) estimation of iency. 
surface area of body; (D) estima- 

tion of the degree of burn. , In 


1. Certain effects follow the estab- 
lishment of an arterio-venous fistula 
between the femoral vessels. The 
one of the following which is not 
such an effect is: (A) acceleration 
of the heart; (B) a marked eleva- 
tion of the diastolic pressure; (C) 
a continuous vibratory thrill; (D) 
dilatation and hypertrophy of the 
heart. 


brombo 
5. The muscles which act as flexors JJ im; 
at the metacarpo-phalangeal joints [sel w 
and extensors of the fingers at both JMream; 
inter-phalangeal joints are the: (A) JD) inc 
flexor digitorum profundus; (B) 
lumbricals; (C) interossei; (D) A 
pronator quadratus. n feet 
res no 


2. In performing a saphenous liga- 
tion for varicose veins the one of 
the following veins which you would 
not ligate is the: (A) lateral super- 6. The position of the posterior W's I 
ficial femoral vein; (B) inferior tibial nerve at the ankle is: (A) ‘pital 
epigastric vein; (C) superficial cir- behind the lateral malleolus; (B) gP™pton 
cumflex vein; (D) superficial exter- in front of the ankle between the foll 
nal pudendal vein. two malleoli; (C) between the ‘ely te 

medial malleolus and the tendo Js is 
3. The one of the following condi- chillis; (D) in back of the ankle J the 
tions in which splenectomy would half way between the two malleoli. velogrs 
be advisable is: (A) acute lymph- D) a 
atic leukemia; (B) sarcoma of the 7. Of the following, the one which ‘lume 
spleen; (C) congenital hemolytic is not a liver function test is the: 
icterus; (D) essential thrombocy- (A) glucose tolerance test; (B) de- 
topenic purpura. : termination of alkaline phosphatase; 
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C) deiermination of albumin-glo- 
cid ph. sphatase in the blood. 


| The condition associated with 
ock in which hemoconcentration 
most apt to occur is: (A) burns; 
B) compound fracture of the 
pmur; (C) hemorrhage; (D) coro- 
ary thrombosis. 


| The condition in which disrup- 
on of a post-operative abdominal 
ound is likely to occur is: (A) 
hen sutured with alloy steel wire; 
B) hypoproteinemia; (C) vitamin 
deficiency; (D) vitamin D de- 
iency. 


. In intravascular clotting or 
brombosis the one factor which is 
it important is: (A) injury to 
rsel wall; (B) slowing the blood 
ream; (C) lack of vitamin C; 


D) increased viscosity of the blood. 


|.A man jumps from a height of 
n feet and lands on his feet but 
es not fall to the ground. Ten 
urs later he is admitted to the 
spital with the clinical signs and 
mptoms of an acute abdomen. Of 
he following, the measure most 
ely to indicate the correct diag- 
sis is: (A) three-position x-ray 
f the abdomen; (B) intravenous 
yelogram; (C) x-ray of the spine; 
)) laboratory study of blood 
‘lume and content. 


2. A patient is admitted with a 
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When high vitamin B and C levels 


are required give your patient 
that extra lift with “Beminal” 817. 


“Beminal” 817—each capsule contains: 


Thiamine mononitrate (Bi) ..... 25.0 mg. 
Riboflavin (Bz) 12.5 mg. 
Nicotinamide ..... preccecesosee 75.0 mg. 
Pyridoxine HCl (Be) ........+++ 3.0 mg. 
Calc. pantothenate ..... epiaeees 10.0 mg. 
Vitamin C (ascorbic acid) ...... 150.0 mg. 
Vitamin Biz with intrinsic factor 
concentrate...... 1/9 U.S.P. Unit 


New improved formula 


VITAMIN C 


Dosage: 1 to 3 capsules daily, or more, de- 
pending upon the needs of the patient. 


Supplied: Bottles of 100 and 1,000 capsules. 


Averst LABORATORIES 
New York, N. Y. © Montreal, Canada 5701 
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pathologic fracture of the femur. 
The laboratory findings include: cal- 
cium normal, phosphorus normal, 
alkaline phosphatase slightly ele- 
vated, serum N.P.N. normal, albu- 
min globulin ratio normal. In addi- 
tion to management of the fracture, 
the procedure most likely to be in- 
dicated is: (A) parathyroidectomy; 
(B) orchidectomy; (C) local radio- 
therapy to the fracture; (D) thyroi- 
dectomy; oral administration of ir- 
radiated iodine. 


13. The best treatment for an in- 
cised wound which divides all flexor 
tendons at the level of the proximal 
inter-phalangeal joint of a finger 
is: (A) careful repair of all di- 
vided structures, including the ten- 
don sheath; (B) repair of pro- 
fundus tendon, and suture of the 
sublimis to it; (C) repair of pro- 
fundus tendon and excision of the 
sublimis; (D) repair of the sub- 
limis and excision of the profundus 
tendon. 


14. Of the following, the mechanism 
least likely to injure the right brach- 
ial plexus is: (A) violent flexion and 
abduction of the head to the right; 
(B) violent extension and abduc- 
tion of the head to the left; (C) 
violent depression of the right 
shoulder; (D) violent drawing back 
of the right shoulder. 


15. Following prolonged treatment 
of a severely infected tendon sheath 
in the hand, an adult patient de- 


velops a clinical fibrous ankylosis of 
the shoulder on the same side. This 
is most commonly the result of: 
(A) metastatic infection; (B) er. 
rors of omission in the treatmen 
of the finger; (C) subdeltoid bur. 
sitis; (D) Sudeck’s atrophy. 


16. The cause of traumatic sub. 
dural hematoma is always: (A) a 
fracture of the skull; (B) an ex. 
tensive head injury; (C) a severe 
or mild head injury; (D) a tear 
in the middle meningeal artery. 


17. An alcoholic patient with a 
three-inch laceration of the scalp 
is found on the street. In treating 
the laceration, it is most important 
to: (A) cleanse the wound, sprinkle 
sulfa powder in it, suture it and 
drain it; (B) thoroughly cleans. 
debride and suture the wound; (C) 
palpate the skull fracture before 
closing the wound; (D) debride the 
scalp edges. 


18. A patient falls down the subway 
stairs. He is a little dazed but gets 
up and rides home. Two hours later 
he becomes drowsy and develops 4 
left hemiplegia. You see him three 
hours after the accident. He is then 
comatose and has a contusion of the 
scalp. The method of treatment 
should be: (A) immediate opers- 
tion; (B) immediate air studies to 
see if an expending blood clot is 
present and localizing it; (C) com- 
plete bed rest, dehydration, and 
lumbar puncture; (D) observation 


Resident Physician 


Do 


Januar 


} 

: 
| 
i 
| 


Dector, would 1t be helpful to you in your 
practice to know that there is a food 
available-at reasonable prices in the 
stores the year round having these 
attributes: 


1. One of the best of the “‘protective”’ 
foods with a well-rounded supply of 
vitamins and minerals. 


2. Low sodium—very little fat—no 
cholesterol. 


3. One of the first solid foods fed babies. 


ith a = 4. Useful in bland and low-residue diets. 
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ortant ae 6. May be used in the management of 
rinkle both diarrhea and constipation. 

and 
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celiac disease. 


5. Mildly laxative. 


7. Can be used in reducing diets. 


10. Useful in the dietary management 


ibway of idiopathic non-tropical sprue. 
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BANANAS 


(A) cz 
If you would like (C) se 
cular i 
1. The authority for any of the statements 
made on the preceding page... 3. A 
2. Additional information in connection pe 
with any of them... and so 
\-ray 
3. The composition of the banana... nll 
4. The nutritional story of the banana... metaca 
5. Information on various ways to prepare The ot 
or serve bananas. the _ 
mobiliz 
Please feel free to write to casts | 
Director, Chemical and Nutrition Research a rolle 
United Fruit Company bility « 
PIER 3, NORTH RIVER, NEW YORK 6, N. Y. mobiliz 
24. A 
mid-pa 
withou 
for localizing signs; x-ray of the (B) traction and possibly later lami- J}, , 4, 
skull. nectomy; (C) extension in bed with Jj. 4). 
careful nursing and _ observation; 
19. Immediate loss of all motor and ‘ ee, ee 
(D) immediate laminectomy. 
sensory power below the level of a 
spinal cord lesion resulting from a 21. Epileptic seizure of the Jack- ~ubseq 
fracture dislocation of a cérvical sonian type beginning in a man of would 


vertebra would indicate the presence _ thirty years would most likely be of: Jj!" 
of: (A) permanent complete cord (A) idiopathic origin; (B) heredi- 
injury; (B) hematomyelia; (C) tary origin; (C) functional origin: 
doubtful permanent complete cord. (D) organic origin. 
injury; (D) partial cord injury. 


quate 
IC) 
(D) j 


22. A patient received a gunshot. 


3. A 
20. Treatment of acute fracture dis- wound of the upper third of the Hfy,,, 
location of the cervical vertebrae arm, and has since suffered with throu, 
with cord compression should be intense burning pain over the pos PB earpa 


treated by: (A) plaster jacket; terior aspect of the thumb and first 


Janua: 


162 


Resident Phy-ician 


4 

= 
4 


 lami- 
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ation; 


Jack- 
ian of 
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veredi- 
rigin: 
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of the 
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d first 
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dorsal ‘nterosseus space. The pain 
was reieved temporarily by nova- 
hlock of the stellate ganglion. 
most likely suffering from: 
ousalgia of the median nerve; 
-cusalgia of the radial nerve; 
iC) severance of a nerve; (D) vas- 
cular injury. 


23, A sixty year old male severely 
contused his right hand. The skin 
and soft parts were not split open. 
\ray revealed a simple oblique 
fracture of the shaft of the second 
metacarpal with no displacement. 
The one of the following which is 
the preferred treatment is: (A) im- 
mobilization in extension in plaster 
cast; (B) partial mobilization over 
aroller bandage; (C) complete mo- 
bility of hand and fingers; (D) im- 
mobilization with finger traction. 


4. A simple fracture through the 
nid-part of the left carpal scaphoid, 
without displacement of fragment, 
in a twenty-year-old male showed no 
\ray evidence of healing following 
alequate plastic immobilization for 
two-month period. The immediate 
sibsequent treatment of choice 
would be: (A) to remove cast and 
institute motion; (B) continued ade- 
quate immobilization in plaster; 
\C) drilling across fracture site; 
\D) insertion of bone peg. 


5. A man injured his right hand. 
\tay revealed a simple fracture 
through the neck of the fifth meta- 
carpal. Of the following, the pre- 
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A new light... 
for better surface examination 


The new Castle No. 26 (and 27) 
Light is designed for critical, wide- 
angle, surface examination or shal- 
low cavity surgery. It gives you 
glareless, shadow-free illumination 

. makes your work easier, and 
reduces eyestrain and reading fa- 
tigue. 

The light is available for mount- 
ing on ceiling, wall, or floor .. . 
and with pantograph arm or 2- 
jointed link to fit your individual 
need. 

Call your Castle dealer for a 
demonstration or write for free 
catalog. Wilmot Castle Co., 1830 E. 
Henrietta Rd., Rochester, N. Y. 


Dr. 
| | 
| | 
i 
| LIGHTS AND 


Custle 
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: 
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‘each dose is fresh 


...for complete potency 


FOLBESYN 


VITAMINS LEDERLE 


B COMPLEX + C 


Separate packaging of dry vitamins and diluent 
(mixed immediately before injection) assure con- 
trolled dosage. The folic acid solution is specially 
prepared to preserve full potency and to serve for 
quick solution of the dried vitamins. FOLBESYN 
may be conveniently added to standard intrave- 


nous solutions. Dosage: 2 cc. daily. 


Each 2 cc. dose contains: 


Thiamine (B,) 
Riboflavin (B») 
Niacinamide 
Pyridoxine HCI (Bg) 
Sodium Pantothenate 
Ascorbic Acid (C) 
Folic Acid 

Vitamin 


> LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY. PEARL RIVER, NEW YORK 


PAT. OFF. 


ferred treatment would be: immo- 
bilization with: (A) the fifth finger 
held in semiflexion; (B) straight 
finger traction; (C) digit in hyper- 
extension; (D) the metacarpal 
phalangeal joint flexed to a ninety 
degree (90°) angle. 

26. In the Wolff-Parkinson- White 
syndrome, the paroxysmal tachy- 
cardia which occurs usually has its 
origin in: (A) His’s bundle; (B) 
the ventricles; (C) Kent’s bundle; 
(D) the auricles. 


27. In chronic constrictive pericar- 


ditis the end diastolic filling pres 
sure in the right ventricle, compared 
to normal, is: (A) decreased; (B) 
the same; (C) increased; (D) 
variable. 

28. The one of the following effects 
which the preoperative preparation 
of the hyperthyroid patient with 
thiouracil alone produces is that it: 
(A) increases the vascularity of the 
thyroid gland; (B) increases the 
basal metabolic rate; (C) dimin- 
ishes the vascularity of the thyroid 
gland; (D) has no effect on the 
vascularity of the thyroid gland. 


(Answers on page 170) 
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RESIDENTS WANTED 


ESIDENTS OR HOUSE PHYSICIANS—2— 
Penna, state license _or equivalent) begin- 
sing about July 1957 in 222 bed general 
hospita! fully approved by Joint Commis- 
sion, Se.ary open. Mercy Hospital, Johns- 
town, Penna. 


PPROVED RESIDENCIES in General 
aternal Medicine and Pathology. Available 
July |, 1957; liberal stipend; active educa- 
tional program. Contact: Director of Medi- 
-3i Education, Providence Hospital, Detroit 
8, Michigan. 


SENERAL PRACTICE RESIDENCY; a 2 year 
residency is offered at the University of 
Colorado Medical Center, with a choice of 
programs in the second year; appointments 
sre now being made for July |, 1957. Apply 
to: The Office of Postgraduate Medical 
Education, University of Colorado Medical 
Center, 4200 East Ninth Ave., Denver 20, 
Colorado. 


ANATORIUM RESIDENT starting July |, 1957. 
0 beds. A.M.A. approved Pulmonary Dis- 
ase Residency Training. Affiliation with sur- 
ery. teaching for two medi- 
al schools, Yearly salary $6,300. Cambridge 
Sanatorium, 799 Concord Avenue, Cam- 
bridge, Massachusetts, 


SIDENTS WANTED—For Residency starting 
July 1, 1957: General rotation residency in 
74 bed hospital; well equipped in all serv- 
ces; U.S. Citizenship, | year internship and 
eligibility for Calif. license required; in 
attractive mountain, seaside, resort city; 
‘alary $460 per month. Apply to: Director, 
County Hospital, Santa Cruz, Calif. 


PPROVED RESIDENCY in Internal Medicine 
wailable; for approved schools; 
tion through private and staff services 
us pathology and participation in clinics 
t the Detroit Receiving Hospital; rotating 
ces in psychiatry at Lafayette Clinic; 
tagion at Herm Kiefer Hospital; pedi- 
rics at Children's Hospital and courses in 
ne University. For further information 
please write to: Dr. C. J. France, Director 
of Education, Detroit Memorial Hospital, 
420 St. Antoine St., Detroit 26, Michigan. 


PROVED RESIDENCIES—Internal Medicine; 
3 years; January |, 1957 or July 1, 1957; 
starting $308. per month plus maintenance; 
AMA approved internship required. Educa- 
on Director, Highland Park General Hos- 
pital, Highland Park 3, Michigan. 
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Physicians Casualty 
and 
Health Associations 


Omaha 2 Nebraska 
Since 1902 


ALL RESIDENTS: 


To be certain you won't 
miss a single copy of Rest- 
DENT PHYSICIAN, please 
notify us at least 30 days in 
advance of any change in 
your hospital mailing ad- 
dress. Simply drop a card 
to Resident Physician, 1447 
Northern Blvd., Manhas- 
set, N. Y. Please state both 
old hospital and new hos- 
pital addresses, your spe- 
cialty, and the name of your 
chief of service. 


Accident, Sickness 
Physicians and Dentists 
; Exclusively 
eee 
10 mg 
10 mg 
50 mg 
5 mg 
10 mg 
- 
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RESIDENT RELAXER 
(puzzle on page 17) 


R A\L\4 


£ ALS 


TI / 


LIAIMIE 
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o 
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A\LZ\O 


é\m\o|w 
WHAT’S THE DOCTOR’S NAME? 

(from page 154) 

“Doctor Livingstone, I presume?” 
David Livingstone is the physician. 
Sir Henry Morton Stanley headed 
the search. 


4 
fad 


VIEWBOX DIAGNOSIS 
(from page 15) 
SCURVY 
Note osteoporosis, Periosteosis, 
osteochondrosis and evidence of 
ossified hemorrhage. 
radiolucent epiphysis. 


“MEDIQUIZ” ANSWERS 
(from page 156) 

1(B), 2(B), 3(A), 4(D), 5(B or 
C), 6(C), 7(D), 8(A), 9(B), 
10(C), 11(C), 12(B), 13(C), 14 
(A), 15(B), 16(C), 17(C), 18(A), 
19(C), 20(B), 21(D), 22(B), 23 
(C), 24(B), 25(D), 26(D), 27(C), 
28(A). 


Also note 
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